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A NEW YEAR 


A year has gone by—a year of change, of insecurity and of readjustments. 
But it has been more than that for it has brought with it much that makes us 
more ready to face a new year which also holds out little of certainty and security. 
What have we learned? What strength have we gained that makes us better pre- 
pared than we were a year ago? 

We face the fact that we are entering upon a new era, a new order, chaotic at 
the moment in so many aspects of life but full of untold possibilities if we are 
ready to see them and to meet them. No longer do we think in terms of an 
emergency which, when past, will make it possible for us to slip back into the old 
ways of doing things. The present situation involves a profound change calling 
for fundamental readjustments. While we may not know the answer, we do know 
that we cannot stand still and we cannot go back. We realize we have but two 
alternatives—to let things happen to us or through our own study, analysis and 
planning to guide and direct these processes of change within our own particular 
field. 

The spirit throughout the country gives clear indication of the choice which 
is being made by all concerned with public health nursing. We have faith—tre- 
newed faith—in the part of the public health nurse in the protection of health. 
If this interpreter and teacher, co-worker, friend and comforter was needed before, 
she is a thousand fold more necessary in these days of terrific strain on the mental, 
emotional and physical vitality of our citizens. We must meet the immediate 
need but we must find new ways of becoming more effective. We do not need to 
hang on to any old formulae, processes or slogans that have not proved their use- 
fulness. Much that is old we know to be productive; much needs to be reéxamined. 

Possibly above all else, we have learned that this is the time for collective 
thinking, planning and action, both locally and nationally. Public health nursing 
is only part of a larger health program which in turn is but one essential in a 
whole program for community welfare. Old separations between private and public 
endeavor, between social and health work have no place in the new order; nor can 
any community live unto itself alone. The situation is national. The recognition 
that it goes beyond the confines of any agency or any community is necessary if 
it is to be met with growing wisdom and adequacy. 

And so we face the new year with faith, not passively submitting to chaotic 
forces leading we know not where, but with a dynamic spirit of participation in 
the readjustments to be made, unafraid because we know the service we have to 
offer is needed and that together we can do something to meet that need more 
courageously and productively. 

Let us greet the challenge of the new year out of the strength of our capacity 


to change and grow. 
KATHARINE TUCKER. 
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WHAT KEEPS US GOING ? 


Miss Wald asks: “What keeps the 
nurses going?” and answers her own 
question very adequately in the Novem- 
ber mid-monthly Survey. She says 
public health nurses “forget themselves. 
They tap sources of strength on which 
dedicated souls of all ages have drawn.”’ 
She speaks of the satisfaction which 
comes from doing a work so much need- 
ed, the lack of monotony in the never- 
ending, ever-changing kaleidoscope of 
our days, the “lift” gained from solving 
challenging problems and the feeling of 
professional growth and adequacy which 
comes as whole families learn to lean on 
us and seek our advice. There is also, 
of course, the great stimulus that comes 
when our work bears fruit. 

As we think of the situation, there 
seem to be other sources of strength— 
perhaps implied in all that Miss Wald 
has said. For instance, there is the feel- 
ing on the part of all, even the most re- 
mote rural nurse, that we are carrying 
on a united job. At the moment one of 
us may be driving over the prairie to a 
distant one-room school house, or climb- 
ing the fifth flight of tenement stairs to 
quarantine for scarlet fever, or showing 
the Parkville mothers’ club how to bathe 
a baby—we may be the only nurse on 
the staff or there may be six hundred of 
us— it does not make any difference, our 
ultimate goal is the same. It is an in- 
spiring thing to remember that every 
week-day morning between 8 and 9 
o’clock more than 15,000 other public 
health nurses are starting out on their 
rounds and that at nightfall they will 
return home with weary bodies, troubled 
souls and uplifted spirits just like ours! 
Our problems are mutual, our burdens 
shared. 


Another source of moral support in 
this time of strain is the board of direc- 
tors or nursing committee sponsoring 
the work. If it is not a source of under- 
standing and help, it should be. To 
know that a group of enthusiastic, in- 
formed and influential men and women 
stand back of our work, are ready to 
think through problems with us and as- 


sume responsibility for promoting the 
service—this knowledge should be in the 
mind of every public health nurse as she 
faces her daily task. Official nursing 
services in boards of health and educa- 
tion seldom have such a group of inter- 
ested citizens back of them, and they 
are the great losers. There is nothing to 
prevent the formation of such advisory 
committees—indeed the school nurses 
have key men and women right at hand 
in the Parent-Teacher Associations— 
and the national organizations have rec- 
ommended the formation of such groups. 
It is a fact that services backed by citi- 
zen groups are in a stronger position at 
the present time and have more chance 
of survival than the self-sufficient serv- 
ices which have never made an effort to 
build up so-called “lay” interest. Again, 
sharing troubles lightens their weight. 

There is also another pound of 
strength to be drawn from the thought 
that public health nursing is organized 
under national leadership. The 
N.O.P.H.N. is felt even in the far places 
as a buttressing body. It is a recog- 
nized group of public health nurses and 
lay people to whom standards do count, 
to whom difficulties are known, who are 
ready to defend and promote public 
health nursing whenever the chance 
offers. ‘National representation’? may 
seem cold comfort when a tire blows out 
with the thermometer five below zero, 
or old Mrs. Jones refuses at the last 
moment to go to the State farm, or 
Mary wilfully breaks the glasses we 
have been to such trouble to secure for 
her—but the N.O.P.H.N. does assure 
the progress and permanence of the 
movement as a whole; it does “put public 
health nursing on the map,” nationally 
speaking, among other health and social 
agencies; it does protect, defend, and 
promote standards of service which 
affect every one of us. It is a national 
source of strength to which every public 
health nurse may turn, assured that she 
will find constructive help and profes- 
sional understanding. 

And last but by no means least, we 
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have before us the example of just such 
public health nurses as Miss Wald her- 
self; people who have faced the far more 
difficult task of pioneering in a world 
that had never heard the term, “public 
health nurse,” people who had to hew 
a place for themselves—and for us—in 
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the granite wall of public indifference, 
misunderstanding, and even suspicion. 
We are made of poor stuff indeed if we 
cannot “keep going” in the light of what 
the past has given us and the present 
offers. 





EFFECTS OF THE DEPRESSION ON CHILD EMPLOYMENT 


National Chiid Labor Day, the annual 
observance of which occurs on January 
28-30, 1933, under the auspices of the 
National Child Labor Committee, takes 
on a new significance with the prolonga- 
tion of the depression. The total num- 
ber of children employed has been great- 
ly reduced, at least for the time being. 
The United States Census places the 
number of working children, 10 to 15 
years of age, inclusive, at 667,118 in 
1930 as compared with 1,060,858 in 
1920, a reduction of 37 per cent. 

Many of the children now at work, 
however, have been driven prematurely 
into industry by the long-continued un- 
employment of adult relatives. Some of 
the less scrupulous small concerns take 
advantage of the situation to work 
young girls excessive hours at starvation 
wages. Beginners earning $3 a week or 
less in textile and clothing manufacture 
have been reported from Connecticut, 
Massachusetts, New Jersey, and Penn- 
sylvania. In South Carolina and Geor- 
gia, where the longest working hours are 
allowed, the census of 1930 showed an 
actual increase in the number of children 
under 16 employed in manufacturing. 
The greatest care should be given at this 
juncture therefore to enforcing child 
labor laws, improving lax laws, and 
maintaining established standards of 
minimum age, physical fitness, and 
working hours. 

No less important is the education 
and welfare of the boys and girls for 
whom no jobs are available. But the 
schools, which ought to be offering in- 
creased facilities, are faced in many sec- 





tions of the country with reduced appro- 
priations. School terms are being short- 
ened, the teaching force curtailed, at- 
tendance work reduced, vocational train- 
ing and guidance programs suspended, 
and building plans cancelled. Handi- 
capped as they are, educational systems 
have been unable to hold or to recall a 
large percentage of the boys and girls 
for whom industry no longer has room. 

Never has the need for the strength- 
ening of our educational structure been 
more urgent than now. Including those 
of 16 and 17 years, more than 2,000,000 
boys and girls are reported by the 1930 
Census as gainfully employed; but more 
than 3,000,000 are not attending school. 
The opportunity exists for keeping thou- 
sands of young people in school and pre- 
paring them to find greater satisfaction, 
usefulness, security and development in 
what their hands and minds find to do. 
The amount and kind of education given 
to adolescent youth in the next few 
vears will largely determine the con- 
tribution of the coming generation to 
the solution of the problems of unem- 
ployment, economic instability, and in- 
ternational relationships which are 
troubling the world today. 

Churches, schools, and clubs wishing 
to plan a program for National Child 
Labor Day are invited to send to the 
National Child Labor Committee, 331 
Fourth Avenue, New York City, for free 
material, including an outline of the 
status of child labor and education in 
any specified state. The pamphlet Child 
Labor Facts will be especially useful to 
public health nurses. 
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RAMBLING THOUGHTS ON TUBERCULOSIS NURSING 


A public health nurse of international 
reputation, with whom I have labored 
for over twenty-five years and who like 
myself has lived through the period be- 
ginning with specialization and running 
the gamut through to present-day gen- 
eralization and codperation, recently 
said to me: “What do you think of 
tuberculosis nursing anyway?” So out 
of twenty-five years of contact and ex- 
perience, I am setting down here some 
rambling thoughts on various aspects of 
the problem, in the hope that readers of 
Pustic HEALTH NuRSING may find 
them suggestive and interesting. 

One thinks first of all of case-finding, 
which is invariably a bone of contention 
in any discussion of generalized or spe- 
cialized nursing. When all is said and 
done, however, the discussion boils 
down to the development on the part of 
all public health nurses, whatever their 
special field of duty may be, of an epi- 
demiological sense with regard to tuber- 
culosis. Only the nurse with that kind 
of awareness that suspects tuberculosis a 
long way off, will succeed in finding 
cases of tuberculosis. Unless she is 
aware of it in family contact, in school 
history, in factory experience, in visiting 
relatives, or chronic coughers in the 
home, and in a score of other relations, 
she is not going to find tuberculosis. 

The newer conceptions of the child- 
hood type of tuberculosis, of modes of 
infection, of the relationship between 
infection and disease, as described in 
that excellent new book by Dr. J. J 
Myers, “The Child and the Tubercu- 
losis Problem,” should be inculcated in 
the consciousness of all public health 
nurses. I know of no better way to give 
them an awareness of this disease. 

And, of course, there always arises, 
when one thinks of these problems, that 
other puzzling question of the nurse as 
an executive secretary of a tuberculosis 
association. In such a position, which 
should she try to be—nurse or executive 
secretary? She seldom can be both and 
be efficient in both departments of her 
job. Probably, an underlying difficulty 
lies in the feeling on the part of the 


boards of directors of tuberculosis asso- 
ciations, that when they hire a nurse as 
an executive secretary they are getting 
a two-in-one combination for the price 
of one. As a matter of fact, they fool 
themselves and in most instances they 
fool the public health nurse too. There 
is no more reason why a public health 
nurse should per se be a good executive 
than why she should be a good case- 
finder. She is not necessarily a good 
executive because she is a public health 
nurse. 

Public health nurses who work in 
rural areas, particularly those who are 
working for tuberculosis associations and 
who are presumably interested in tuber- 
culosis, seem to me to present another 
problem that all who are interested in 
public health should consider. It is a 
far cry from an ideal rural situation, 
such as Dr. C.-E. A. Winslow describes 
in Cattaraugus County in his book, 
“Health on the Farm and in the Vil- 
lage,’ to the lone nurse working in a 
rural county in a southern, western, or 
midwestern state with scanty or no 
supervision. Sometimes, because of too 
much pushing from lay boards or secre- 
taries, she very frequently neglects 
tuberculosis entirely for the immediate 
and momentarily more productive op- 
portunities of school nursing. Fre- 
quently, with little codperation from the 
medical profession, she flounders about 
for years without accomplishing much 
of anything in the actual control of 
tuberculosis, although her statistics of 
work accomplished may look real 
enough. 

I often wonder if those who are 
responsible for the employment of lone 
workers have, because of their own lack 
of knowledge, applauded the activities 
of these nurses to such a degree that the 
nurses have at last come to feel that 
they do not need outside supervision. 
In more than one rural community that 
might be mentioned, a nurse, who has 
worked there for ten or twenty years, is 
today so impressed with her work that 
she seems to resist new ideas from the 
outside. 
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Public health nurses, unless they are 
brought into frequent contact with a 
wide-awake supervisor or other sources 
of inspiration and information, are apt 
to rely upon knowledge gleaned from the 
all too scanty teaching of the days of 
training school or the postgraduate 
course. They do not keep up-to-date 
in their reading or thinking and fail to 
get the inspiration of the more modern 
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conceptions of tuberculosis. Should we 
not aim to give to the rank and file of 
field nurses a better knowledge of tuber- 
culosis by various means—through the 
pages of this magazine for example, 
through special institutes and confer- 
ences, through loan library service, 
through better supervision and personal 
contact and in a variety of other ways. 
PHILIP P. JACOBS 


MORE ABOUT THE CASE STORIES 


We have been asked by some of the 
entrants in the Case Story Contest to 
say something about the stories as a 
whole—their faults, their good points, 
and their general characteristics.* We 
are very glad to do this, but we do it 
very humbly, feeling that every story 
had some good points and that even con- 
structive criticism sounds ungrateful 
after the generous response to our con- 
test. Perhaps, however, the non-con- 
tributors will benefit by these sugges- 
tions! 

We believe it is fair to say that many 
writers fell down on their interpretation 
of what is a case story. There seemed 
to be a tendency to write a case history, 
excellent in itself, revealing fine public 
health nursing, but not a story in the 
popular sense. There was also a temp- 
tation to tell everything a nurse did for 
every member of the family, instead of 
focusing on the most effective or affect- 
ing piece of work done. In so short a 
space the telling of past history, present 
conditions and detailed steps in the re- 
habilitation of each member in a family 
of six is not possible without confusing 
the reader. It was also difficult for some 
to weave into the story the necessary 
background of family history without 
slowing up the action so seriously as to 
lose the reader’s attention. Too little 
dialogue was the fault of many other- 
wise excellent descriptions of the nurse’s 
work. Solid paragraphs of description 


could have been lightened by telling the 
story through conversation. Titles, as a 
whole, were rather weak and trite. 

There! Now for the good points. In 
December we spoke of the splendid ac- 
complishments reported in the stories. 
They carried the ring of truth, the joy of 
service, and revealed the variety in our 
job. There were almost no self-pitying, 
no complaints, very little self-righteous- 
ness. The stories must have been 
written by people enjoying their work. 
Courage, ingenuity, and perseverance 
showed in almost every story. Many 
stories (as do the prize stories) dealt 
with the hazards of maternity and the 
tragedy of tuberculosis—both dramatic 
enough subjects! We were glad to see 
rural, industrial, and governmental serv- 
ices represented. There were stories and 
stories to which we would like to have 
given a prize, and as a whole, we feel 
that the writers did remarkably well in 
forgetting that vital, but rather dull (to 
the reader) factor in our work, tech- 
nique, and in conveying the picture, the 
‘“‘atmosphere,”’ and the genuine appeal 
of public health nursing. It is a good 
thing to be able to tell about our work 
dramatically, effectively, appealingly. 
Case stories are the bases of many and 
many a large gift, generous appropria- 
tion or unexpected legacy. Let us culti- 
vate the ability to make others see the 
need of the service we are trying to 
maintain. 


*Prizes were announced in our December number and the first prize story printed then. 


The second prize story appears on page 11. 





The Frontier Nursing Service 





By MARY B. WILLEFORD, R.N. 


HE Frontier Nursing Service 
demonstrates that a properly or- 
ganized nurse-midwife service 
can economically provide the entire 
population of a remote mountain area 
with a basic minimum of medical care, 
including nursing, midwifery, dentistry, 
medical, surgical, hospital, and social 
services.’* Where is such a program 
functioning and how is it being carried 
on? What are its peculiar problems and 
difficulties and in what ways are they 
being met and overcome? How is the 
organization administered and _ super- 
vised? What results have been ob- 
tained? And what has been the cost of 
these results? 


ee 


AREA 


In the Appalachian Mountains, near 
the southeastern border of Kentucky, 
the work of the Frontier Nursing Serv- 
ice has been developed. It is being 
carried on in parts of four counties, and 
is operated along the rivers and streams 
that form the head-waters of the Ken- 
tucky River. The work does not con- 
fine itself to county lines or other polit- 
ical divisions, but follows the water 
courses which form the natural highways 
of the country. 

The territory covered by the Service, 
comprising an area over seven hundred 
square miles in extent, is rugged in the 
extreme. ‘“‘It is difficult for outsiders to 
realize how utterly remote are some of 
the farther pockets in this region of 
many streams and narrow valleys be- 
tween steep, wooded hills.”** This 
topography has formed such barriers to 
outside influences that for generations 
the people have been penalized by their 
geographic remoteness. The country is 
a real frontier, for there are_no railroads, 


no bridges over the numerous streams, 
and only one highway 24 miles in length. 


ORGANIZATION 


The work is organized on a decen- 
tralized basis. No other plan would be 
possible where the problems of distance 
and transportation are so acute. In a 
country where horses furnish the ordi- 
nary mode of travel, it is necessary that 
the nurses be not more than five or six 
miles from their more distant patients, 
as the usual speed on horseback is about 
four miles an hour. For this reason the 
nursing centers are located approxi- 
mately ten miles apart. The Service 
maintains eight such bases of operation, 
one of which comprises an eighteen-bed 
hospital. In addition, we work in 
coéperation with the medical staff of a 
Mission Settlement School. One of our 
nurse-midwives lives in the Settlement 
and carries the normal deliveries for the 
doctors, who are thus released for 
clinics, sick cases, and emergencies. 

At each base or nursing center, except 
the hospital, two nurses usually live and 
carry on the work in a district whose 
radius is five miles and whose area is 
approximately _seventy-eight square 
miles. Each center has a local commit- 
tee composed of the leading citizens in 
the district. The members of the local 
committee meet at stated times and the 
nurses give them a report of the work 
and discuss with them various problems 
that arise. Thus we work through 
rather than for the people. 

At the end of our last fiscal year, 
May, 1932, we had thirty nurse-mid- 
wives in the field. Due to the depres- 
sion, however, we have had to cut our 
staff temporarily. Now the organiza- 
tion has, besides the Director, Mrs. 


*Alden B. Mills, Editor, The Committee on the Costs of Medical Care, as a foreword to 
“The Frontier Nursing Service’ by Anne Winslow, published as Miscellaneous Contributions 


on the Costs of Medical Care: Number 10. 


**Edith Reeves Solenberger, “Nurses on Horseback.” Hygeia, July, 1931. 
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Mary Breckinridge, and her two assist- 
ant directors, one of whom is carrying 
the public health and field supervision, 
a staff consisting of a midwifery super- 
visor, a hospital superintendent, seven- 
teen nurse-midwives in the field and two 
non-midwife nurses in the hospital. We 
have our own medical director who is in 
charge of the hospital and who also an- 
swers emergency midwifery and sick 
calls in the field. Our surgeon lives in 
a mining town twenty-four miles away 
and when necessary comes to the hos- 
pital for operative cases. 

The Service, in co6peration with the 
Kentucky State Dental Association, 
Maintains a dentist through the summer 
months, who gives dental care to pre- 
natal and postnatal patients and _ chil- 
dren. A charge of ten cents per patient 
is made for this service. 

Although the regular medical service 
of the organization is carried by its 
medical director, we have in addition, as 
a permanent basis for operation, a col- 
laborating Medical Advisory Committee. 
This Committee has drawn up a “med- 
ical routine’ which authorizes the nurses 
to give certain treatments and medica- 
tions pending the arrival of a doctor. 
The nurses are required to follow this 
routine and the Medical Advisory Com- 
mittee assumes responsibility for any 
measures taken by the Service in so 
doing. 

No attempt is made at specialization 
as far as the work is concerned. The 
members of the staff are not only gradu- 
ate, registered nurses, but are also ex- 
perienced in public health and trained in 
midwifery. In a sense they are spe- 
cialists in midwifery, but they carry the 
work of a generalized nursing and public 
health program along with the mid- 
wifery work. The two nurses in a center 
are responsible for all families who live 
in their district. The work is carried 
on a family basis, all members of a 
family being considered patients in that 
the nurses are responsible for their 
health. Once a patient is taken up and 
admitted into the count he is carried 
continually until he dies or leaves the 
district. He is not dismissed when he 


recovers from the condition for which 
he was first seen. In this way a family 
is carried as a unit from the standpoint 
of both health and sickness. 


SUPERVISION AND ADMINISTRATION 


Although the midwifery supervisor is 
supposed to stay at the Hyden Hospital 
and does have headquarters there, she 
literally lives in her saddle. She is on 
call for abnormal cases, which are re- 
ported to her first and through her to 
the medical director. She visits each 
center at least once a month, sees all 
patients about whom there is any ques- 
tion, and advises regarding any prob- 
lems. She tries to see every primipara 
that registers. She keeps a card file of 
all the active midwifery cases, usually 
from 120 to 130 patients, entering them 
as they register and closing them out a 
month after delivery. In this way she 
knows at any time what cases are being 
carried, how many are due, and what 
difficulties may occur. She, therefore, 
knows how to regulate her own visits to 
the outlying centers and when it is par- 
ticularly important to keep in the closest 
communication with the doctor. She 
checks carefully the record of each mid- 
wifery case as it is closed at the end of 
a month after delivery. 

The superintendent of the hospital 
functions, to a certain extent, as the 
superintendent of any hospital. She has 
three full time nurses on duty, one a 
nurse-midwife and two non-midwife 
nurses. But she carries certain other 
duties also. She is responsible for or- 
dering the medical and nursing supplies 
not only for the hospital, but also for 
the outlying centers as well. The dis- 
trict nurses send their requisitions 
through her once a month and she sup- 
plies their needs. Three district nurses 
live at the hospital and carry the work 
in the adjacent territory. Although 
they manage their own districts as do 
the nurses in the outlying centers, yet 
the hospital superintendent has_ the 
responsibility of adjusting any difficul- 
ties, arranging for changes or relief 
service that may arise. 

One of the assistant directors at the 
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present time is carrying the duties of the 
public health and field supervisor. The 
depression which necessitated cutting 
down the staff, also resulted in a certain 
doubling up of supervisory duties. She 
visits each center at least once in two 
months and stays for a week at a time 
During that week she goes out on the 
district with the nurse, codperating with 
her in her home visits and family con- 
tacts. She discusses with the nurse any 
problem or difficulties that have arisen 
and together they study the records. She 
is as indispensable to the nurse in re- 
gard to public health and nursing as the 
midwifery supervisor is to midwifery. 

In addition to the individual records 
which are kept on all the patients 
under care, the public health supervisor 
keeps a health record of each family. 
All points having to do with the general 
health of the family, such as the house, 
the water supply, the milk supply, sani- 
tation and similar items, are fully re- 
corded. These records are kept at head- 
quarters and from them certain statis- 
tical data can be readily obtained. 

New nurses are introduced to the 
field by senior members of the staff who 
act as teaching supervisors. All nurses 
who become members of our staff are 
already trained in nursing, in public 
health, and in midwifery, but in a field 
aS unique as ours it is absolutely neces- 
sary that they have an intensive period 
of introduction to the field. For one 
month at least, and preferably for six 
weeks, the new nurse takes no responsi- 
bility. She is under the direct super- 
vision of the senior staff nurse who plans 
her work for her, and helps her with the 
riding, the trails, the country, and the 
records. Even then the new nurse is 
not usually given a district. For a vary- 
ing length of time she is used as a floater 
to relieve wherever necessary, and in 
this way becomes familiar with the vari- 
ous centers. Later she becomes a junior 
nurse in a center and finally in charge 
of one. We feel that this gradual break- 
ing in of a nurse is essential in the con- 
ditions under which we work. 

A new phase of the organization, 
which we have only recently been able 


to develop, is the Social Service depart- 
ment. It is in charge of a graduate of 
the New York School of Social Work. 
It is financed by the national sorority of 
the Alpha Omicron Pi and is under the 
direction of their Advisory Council. 
With only one worker in the field, it is 
obviously impossible to do intensive 
case work on every family needing at- 
tention over as large a territory as is 
covered by the Service. At present she 
is working out a system by which she 
functions in an advisory capacity and 
acts as a consultant, using the field 
nurses who already know their families 
intimately, as her workers. The project 
is in its infancy at present but gives 
promise of working out very success- 
fully. 


RECORDS 


The nurses in each center keep the 
records of the individual patients. These 
records, except for the midwifery cases 
which conform to the British standards, 
follow the usual American public health 
classifications. We have the family 
folder calling for information covering 
the more pertinent facts regarding the 
family as a whole. In the folder are 
separate cards for the various members 
of the family. The infant, from birth to 
one month, is carried on the neo-natal 
record. From one month to one year 
the baby card is used; from one year to 
six, the preschool. The record of the 
child from six years of age to maturity 
is carried on the school card, and there- 
after the adult card 1s used. Although 
the nurses keep the individual records 
in their own centers, the record system 
is headed up in the Central Office at 
Wendover, the administrative head- 
quarters. Each week the nurses’ daily 
report sheets are sent in to the Central 
Office. There they are summarized and 
tabulated for the month and for the 
year. A member of the Central Office 
visits each center once in two months 
and checks up on the count of the rec- 
ords. The Central Office also keeps a 
complete card file of all cases in all cen- 
ters. And it is here, also, that statistics 
are compiled by the statistician who 
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has her A.M. degree in statistics from 
Columbia University. 


RESULTS 


Some results are intangible and some 
can be given in figures. Such things as 
codperation, an increased understanding 
of what we are trying to do, and a real- 
ization of the need for the work, cannot 
be measured statistically but can only 
be felt and appreciated. Cases carried, 
visits paid and received, deliveries and 
inoculations can be set down in figures. 
These are given in the following para- 
graphs. 

During the seven years ending May 1, 
1932, the Service has paid 124,155 home 
visits, and received. 77,343 visits at the 
centers. At the close of the seventh 
fiscal year, 1,197 patients had been de- 
livered, with 30 stillbirths, and no ma- 
ternal deaths due directly to obstetrical 
causes. Dr. Louis I. Dublin, who tabu- 
lated the results of our first 1,000 deliv- 
eries (and we have had no deaths since 
his analysis), says: “The most im- 
portant single result of this work is that 
not one of the women died as the direct 
result of either pregnancy or labor. 
There were two deaths in the series; 
but in one of these, the cause of death 
was chronic heart and kidney disease 
and in the other, it was chronic heart 
disease. Neither of these two cases 
could properly be ascribed to the mater- 
nal state.’”’* 

The total number of inoculations and 
vaccinations given was 46,777. These 
include not only typhoid, diphtheria 
toxin-antitoxin,influenza and pneumonia, 
and small pox, but also a few other sera 
such as anti-tetanic and anti-venin 
which have been given under the doc- 
tor’s supervision. 

The number of sick cases, not includ- 
ing midwifery, cared for in their homes 
was 2,244. Of this number all except 
117 recovered. Whenever possible these 
cases were nursed under the supervision 
of either our own medical director or, 


when obtainable, an attending physician 
from outside our territory, in which the 
only resident doctor is our medical 
director. 

At the close of the seventh fiscal year 
the Service was carrying 1,775 families. 
Among these there were 348 babies, 
1,469 preschools, 2,659 school children, 
and 2,864 adults. 


COSTS 


The Frontier Nursing Service is a pri- 
vate organization financed almost en- 
tirely by voluntary contributions and 
subscriptions. It works in the closest 
coéperation with the State Board of 
Health of Kentucky, from which it re- 
ceives a small subsidy, but it is entirely 
responsible for its own policy. Fees for 
services rendered are charged. These 
are as follows: for midwifery service, 
including prenatal, delivery, and post- 
natal care, $5.00; for all other care in- 
cluding public health and bedside nurs- 
ing, $1.00 for each family for a year. 
Cost charges for dressings and supplies 
are made. Payment in work or produce 
is always accepted. These charges, of 
course, do not cover the cost of the 
services. But such could not be expected 
in a country where the economic status 
is so low that the average per capita 
income is about $85.00 a year.** 

It has been found by other nursing 
organizations that to estimate a per visit 
cost is a very difficult thing to do. This 
is particularly true for an organization 
like ours which carries midwifery, den 
tistry, and surgery, maintains a hospital, 
and provides a physician and a social 
worker in addition to the services usu- 
ally carried by a nursing organization. 
So many details enter into the calcula- 
tion, that no definite standard has as 
yet been set up as to what should go in 
and what should be left out. For these 
reasons the Frontier Nursing Service 
has not yet attempted to work out a 
figure that represents the cost per visit. 
Last year, however, at the request of 


*From a study made by Dr. Louis I. Dublin, Third Vice-President and Statistician of the 
Metropolitan Life Insurance Company, New York City, of the first 1,000 deliveries of the 


Frontier Nursing Service. 


**“Tncome and Health in Remote Rural Area,” by the writer, p. 21. 
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the Committee on the Costs of Medical 
Care, an attempt was made to arrive at 
a representative figure on the basis of 
the individual served. A quotation at 
length is given from this article as it is 
the most recent and most exhaustive we 
have on the subject: 


“The Cost of the Service is calculated for 
the fiscal year ending May 10, 1931 Dur 
ing this vear 9,736 people in 1,851 families 
were attended and 47,827 visits were made, 
including 441 deliveries and ‘false calls.’ (Visits 
io regular clinics are included but not those 
to special clinics.) 

“The total cost for the service rendered was 
$106,400.49. This includes the complete cost 
of general and local administration of the hos 
pital and centers, supplies, dentistry, medical 
clinics, social service, physicians’ fees, etc., but 
does not include the cost of raising funds. This 
sum total represents an annual cost of $57.48 
per family or $10.92 per individual actually 
served. 

“It will be obvious that this figure of $10.92 
per individual is not to be compared with the 
costs of the ordinary visiting nursing groups 
It includes nursing, surgical, dental, medical, 
and hospital care and is more nearly com 
parable with the figure of $25 which has been 
found to cover the total cost of all forms of 
medical care in certain more fortunate re 
gions.”’* 


THE FUTURE 


We have two specific aims for the 
future. The first is to complete our 
originally planned demonstration area 
of 1,000 square miles, of which we now 
cover over 700. In such an area the 
number of cases will be sufficient for us 
to obtain reliable statistics and to draw 
definite conclusions as to the need for 
and the result of putting well trained 
nurse-midwives in rural districts. 


Our second aim is to use the 1,000 
square mile area as a training field for 
the preparation of nurse-midwives for 
other rural sections of the country. This 
plan could be made effective by working 
in codperation with a midwifery school 
located in a nearby city. In such a 
school the theoretical work and practical 
experience could be given in the city dis- 
trict under obstetricians and qualified 
m'dwives. Following such a course ad- 
ditional training in the rural aspects of 
the work would be given in our own 
field, for these midwives would be 
trained primarily for rural sections of 
the country. The Appalachian Highland 
region alone extends through parts of 
nine states, covering approximately 
112,000 square miles of territory, more 
or less similar to that served by the 
Frontier Nursing Service.** And there 
are other rural sections in our country 
where graduate nurses trained as mid- 
wives could be used to advantage. 

In closing this brief analysis of the 
Frontier Nursing Service, it seems fit- 
ting to quote the conclusion arrived at 
by Dr. Dublin after his study of our 
first 1,000 deliveries: “The study shows 
conclusively what has in fact been dem- 
onstrated before, that the type of service 
rendered by the Frontier Nurses safe- 
guards the life of mother and babe. If 
such service were available to the women 
of the country generally, there would be 
a saving of 10,000 mothers’ lives a year 
in the United States, there would be 
30,000 less stillbirths and 30,000 more 
children alive at the end of the first 
month of life.’ 


*Anne Winslow, “The Frontier Nursing Service,” Miscellaneous Contributions on the Costs 
of Medical Care: Number 10 
**jJohn C. Campbell, “The Southern Highlander and His Hemeland,” Russell Sage Founda- 
tion, New York, p. 10. 
*From the study made by Dr. Dublin, opus cit 
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America’ 


By CHARLOTTE M. YOUNG, R.N., 


HE train rumbled leisurely up to 

the station in a little town in the 

central part of Michigan and 
stopped. Through the dusty windows 
two comely girls stared eagerly, yet 
anxiously. They were the last two mem- 
bers of a group of immigrants which 
had come to the United States from 
Czecho-Slovakia. The others had been 
more than content to be absorbed by 
the glamor of jobs in the big cities, and 
had wondered much at the courage of 
these two girls, Anna and Elizabeth, 
who had dared to come so far into this 
new country of strange customs and 
attire. But these girls had been close 
friends from the first day they saw each 
other at school, and together would face 
any situation. 

All the long way from New York they 
had been working the last bits of em- 
broidery and lace on their colorful, 
finely-pleated, wedding costumes, so 
heavy with stitching and silk ribbons 
that they were very costly indeed for 
two peasant girls. Anna had just com- 
mented on the beauty of Elizabeth’s 
tight black bodice, laced with gold, and 
had perched her jaunty little horned cap 
on her head to see how it fitted, when 
the train stopped and they saw the two 
men they had come to marry, waiting 
on the platform. The girls were gay 
despite their homesickness, as they were 
swung from the train steps by Mike and 
William, who were so strong, and looked 
very handsome in their new American 
clothes. And the men were glad to see 
their girls, red-cheeked and buxom, and 
full of that robust gayety which is 
typical of the young peasant women who 
work much in the open air. They had 
that natural beauty which accompanies 
a healthy body, and Mike and William 
were delighted that their own country- 


and FLORENCE E. McCLINCHEY 


women were more lovely than the Amer- 
ican women they had met. 

After they had eaten dinner at a res- 
taurant and had rested a while, they 
were married at the home of Mr. Sarov, 
who had been in America ten years and 
rented to William the farm which he 
hoped some day to own. It was a won 
derful wedding. Mrs. Sarov kissed both 





Elizabeth in’ her 


‘nna and Evizabeth 
bridal gown 


girls as their own mothers would have 
done. They danced and feasted as was 
the custom in their own country, and 
though a sudden nostalgia of longing for 
their own families and homes often 
swept over the girls, they bravely hid it 
from the men and danced as wildly as 
the others until morning. 

Then came the parting. Mike and 


*This story won second prize in the recent Case Story Contest held by this magazine. See 


announcement, December, 1932, p. 652 
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Elizabeth were to stay in town, over the 
small shop where Mike Kutna cobbled 
shoes, and William and Anna Pretouc 
were to live in the country, for William 
hated towns. When William had the 
horses harnessed to the wagon and called 
to Anna to come, she clung to Elizabeth 
closely and kissed her, with tears in her 
eyes. Elizabeth blinked her own tears 
away, and grinned tremulously. 

“Five miles are as nothing,’ she com- 
forted Anna, as cheerfully as she could. 
“We shall often see each other, every 
Sunday at least.” 

“Yes,” assented Anna, also bravely, 
and climbed into the wagon. 

And strange as it may seem, the girls 
kept their promise to each other. Though 
both families worked hard and had little 
money to spend for recreation, they vis- 
ited as often as possible. They com- 
pared their progress in the American 
ways and laughed at some of their queer 
experiences with new customs. When 
their babies were born the women helped 
each other. Elizabeth named the first 
of their two boys William, though the 
second was called Sylvester, after the 
grandfather back in the old country. 
Anna’s children came rapidly. Tony 
and Anna were so named to please her 
husband, but the third was Little Eliza- 
beth. They were all beautiful children, 
brown-eyed, plump, and wholesome. 
Just as soon as they were old enough 
they were sent to school, where they 
learned the English language, and soon 
could hardly be distinguished from the 
American children, in speech or dress. 
The two families were proudest of this 
than any of their achievements since 
they had crossed the ocean. They were 
eager to become Americans, to become 
a real part of this wonderful, new coun- 
try. Complete happiness would be 
theirs, they thought, when their neigh- 
bors no longer called them “foreigners.” 


With the coming of Little Elizabeth 
in the spring of the year, there also 
seemed to come trouble. Big Elizabeth 
had not been able to remain with Anna 
as long as usual, and William had 
worked overtime trying to keep the 
house in its habitual spotless condition 


and get his crop in. After Anna was 
well enough to do her own work he 
seemed to give up, and had a sick spell 
from which he did not recover as quick- 
ly as he should. Anna watched him 
anxiously and tried to have for him all 
the foods he liked best to eat, and 
though she knew he was not well, even 
she did not realize how wretched he was. 
This sickness made him feel as though 
he were held down by a great weariness 
which he could not shake off, no matter 
how early he went to bed at night. He 
dragged around at his work all that sum- 
mer, and lost weight every month. He 
was more worried than he would admit, 
even to his wife. 

Finally he did not have strength 
enough to get out of bed in the morn- 
ing. The Kutna family drove out that 
night, and they talked the situation over. 
Then they decided they would all live 
on the farm for six months, and Mike 
would go in to town in the morning to 
do his cobbling, which he felt he could 
finish in a half day and then work on 
the farm in the afternoons. This they 
did. The women took turns caring for 
the sick man, and Mike kept the farm 
going and his own work as well. 

After a long while William apparently 
was better, so the two families separated 
again and William went on with his 
farm work. For five years he kept up 
his payments and was hopeful that in 
another five he would have the place 
paid for, yet at intervals the sickness 
came back upon him, and each time he 
became thinner and was less able to 
work. Little Tony developed the same 
symptoms and Mike was worrying be- 
cause Sylvester was not well and strong 
as he had been. 

Then one day Tony brought home 
from school a little slip of paper which 
he handled as carefully as though it 
were something of great value. The 
teacher had sent it to William and Anna, 
and it asked their permission to have a 
doctor, who was coming to the school 
the next day, give Tony a tuberculin 
test. This was a new word to the 
Pretoucs, and though Tony used it glibly 
as if he had heard it often, he did not 
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succeed in explaining its meaning to his 
parents. However, he told as clearly as 
he could just what the school nurse had 
told the children, and William was 
finally convinced that the project was 
good, and signed the paper. 

In two days Tony came home with 
more exciting news. The doctor had 
come back to school to “read the tests” 
and had discovered that he was one of 
the children who were “positive reac- 
tors.” Even at this minute the nurse 
was on her way out to call on them, and 
she was kind and good, and as nice as 
“Teacher.” He had just told them this 
news when they heard a car drive into 
the yard. When they opened the door 
in answer to her knock, the nurse came 
in smiling, and she was so kind and 
understanding, just as the child had 
said, that they had immediate confi- 
dence in her and her knowledge of sick- 
ness and cures. She told them her name 
was Miss Young, and she had come out 
to explain about Tony. But she looked 
at William keenly, as he sat slumped 
tiredly in his chair near the stove, and 
began to ask him questions. How long 
had he been ill? Had he a temperature? 
Was he coughing? Had he been to a 
doctor? William found himself answer- 
ing quite freely and with a sense of re- 
lief, as if she had long been a friend of 
the family. 

She wrote in her notebook everything 
he said. Then she told him that in two 
weeks they were having a chest clinic 
which she wanted him to attend. She 
explained in detail what this clinic was, 
why she thought he should be examined 
there, and told him he should also bring 
Tony along for testing. It was all done, 
she said, for anyone who was sick and 
who was willing to attend. 

At the clinic the Pretoucs found 
Mike and Sylvester Kutna. Miss Young 
had made a follow-up call at their home 
too. She knew Sylvester was a very 
sick boy, but they wanted to check up 
by means of X-ray pictures and with a 
thorough examination by a specialist. 
After they were tested the nurse told 
them she would call again very soon and 
tell them the results. They had learned 


at the clinic that both families had been 
intimately associated, and had explained 
and warned Mike and William of the 
grave danger to anyone who was in close 
contact with a tuberculous person. They 
were also told of the precautions they 
should take. 

When Miss Young came again to 
their house, she quietly told William 
that he should have had medical atten- 
tion when he first knew he was sick. 
However, if he would consent to go to 
the state sanatorium there was still a 
chance that he might recover. Mike 
Kutna had agreed to send Sylvester im- 
mediately, for he had been assured by 
the doctor that under proper living con- 
ditions and with the right care, the boy 
would get well. Miss Young wanted 
William to go in the same group, but 
when she saw his reluctance she did not 
press him for an immediate answer. She 
asked him to think it over that night 
and let her know the next day what he 
decided to do. Then she told them this 
could all be done free of cost, and left. 

Both families did some serious think- 
ing and planning that night. Tragedy 
had certainly come to them. William 
was hopeless, but Anna, though she was 
desperately afraid, begged him to go; 
to take this last chance for all their 
sakes. Miss Young had promised to 
keep Tony under close observation and 
Anna by now had implicit faith in her. 
Mike and William talked and schemed 
as to ways of meeting family expenses 
while William was away. At last, after 
what seemed an endless night of discus- 
sion and pleading with him, William 
broke down and consented to go. Anna 
rushed from the room to hide her dis- 
tress. Mike discovered he was having 
difficulty in speaking. He told William 
that he would call the nurse and tell her 
the decision. He was stirred to the bot- 
tom of his heart, but he could talk only 
of ordinary things. He wished William 
good luck and went away. He had the 
feeling that this was to be their last 
meeting, and he and William would 
never again clasp hands. They had 
known each other a long time and come 
through strange experiences together. 
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Six months later they buried William; become a strong, useful man. They 
the first foreigner to be interred in that would never cease to miss William, but 
little-town cemetery. And now, in their both families were glad that the great 
sorrow, they found that these people friendship would be continued through 
were kind, and they were ‘foreigners’ their children. The new country had 
no longer. Anna got a “pension” which — strange customs, and its ways were not 
would keep her and the children until the ways of the country they had left 
Tony was old enough to work. He was _ behind forever, but when they had most 
getting strong again. needed it these people had accepted 

In a year there came a message that them. Through such experiences they 
Mike could come down to the sanato- had at last become Americans, and part 
rium and bring Sylvester home again. of the wonderful, new country. William 
For him, too, the danger had passed, and =m ‘ght not be with them, but his dream 
the chances were favorable that he would had come true. 


A EUROPEAN TRAVEL COURSE IN COMPARATIVE 
NURSING EDUCATION 


This new course is to be offered under the auspices of the International 
Institute and the Department of Nursing Education of Teachers College, Colum- 
bia University, during the Summer Session of 1933. Such courses have become a 
recognized and increasingly popular part of the college program. They are not 
essentially different from courses held on the college campus except in the fact 
that students and instructors travel from place to place as they study and final 
reports are postponed till two or three months after the end of the study period. 

This period is six weeks exclusive of ocean travel to and from Europe. The 
nursing group will leave New York about June 6 and the course will begin in Paris 
June 12 and extend to August 1. It will include the study of outstanding centers 
of nursing education and public health nursing in four countries, England, France, 
Belgium, and Poland, as well as attendance at two International Congresses, the 
International Hospital Association Congress at La Zoute, Belgium, in June and 
the Congress of the International Council of Nurses in Paris and Brussels in July. 
Professor Isabel Stewart will be in charge of the course and Miss Hazel Goff of 
the Health Section of the League of Nations will assist during the main part of 
the trip. 

The registration for this course is limited to twenty. In addition to the usual 
requirements for admission, students are expected to have competed at least one 
year of advanced preparation either in public health nursing or rursing education. 
Applicants who have the best background for a comparative study of foreign sys- 
tems will receive preference. . 

With the assistance of the International Council of Nurses, arrangements for 
travel and living accommodations have been made for this study group at very 
moderate rates, the total cost for the round trip from New Yor including college 
fees being estimated at between $650 and $750. A preliminary registration must 
be completed and a deposit of $250 paid by April 1, 1933, in order to secure a place 
in this group. Further details may be secured by writing to the Department of 
Nursing Education or to the International Institute of Teachers College, Columbia 
University, New York City. 
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Responsibilities of the School Nurse * 


By DOROTHY J. CARTER, R.N. 


Assistant Director, National Organization fer Public Health Nursing 


T a meeting of the Subcommittee 
A on School Nursing of — the 

N.O.P.H.N. Education Committee 
held a few months ago, the Committee 
formulated the following definition of 
school nursing: “School nursing is the 
application of the principles and prac 
tices of public health nursing to the 
child of school age in all of his environ- 
ments.” 

This definition presupposes, then, that 
every school nurse is a public health 
nurse and is thoroughly versed in the 
principles and practices of public hea!th 
nursing. 

Every public health nurse in the car- 
rying out of her program is responsible 
to several groups: 

The patient and patient's family. 

The physician in charge of the case 
The organization or department that em 
ploys her 

4. The community. 


1 
3 


How do these responsibilities apply to 
the public health nurse working with 
the school child? The patient in this 
case is the school child—not exactly a 
patient, to be sure—but, we hope, a 
normal growing child with unlimited 
possibilities for development to which 
the nurse can make a distinct contribu- 
tion. Associated with the child are the 
parents and other members of the fam- 
ily, for whom the nurse also feels a 
definite responsibility. 

The physician is the medical director 
or school physician in charge of the 
health program. 

Her third responsibility—to the 
agency—means, in this case, the school 
and school authorities, including the 
principal, the teachers, and other mem- 
bers of the school force. 

Included in her fourth responsibility 


the community—are the taxpayers 
who support the health service, and the 
various community agencies, such as the 
visiting nurse association, Board of 
Health, the social agencies, churches, 
newspapers, etc. 

Let us take these various groups for 
each of whom the school nurse assumes 
a measure of responsibility and discuss 
in what ways this responsibility can best 
be carried out. I should like to review 
these ways and methods from two view- 
points—tirst, as they apply to normal 
conditions and situations, and second, 
as they are modified or affected, if at 
all, by the present economic situation. 


THE NURSE AND THE CHILD 


lhe school nurse’s program in relation 
to the school child has been outlined and 
discussed in many places and you are 
thoroughly familiar with its main ob- 
jectives. What are the significant fac- 
tors and trends in relation to the pro- 
gram of service to the child, of which 
we should be aware? 

Those of you who heard Dr. George 
Truman Palmer’s paper at the Biennial 
Convention in San Antonio last April, 
or read it in the June number of PusBiic 
HEALTH NuRSING, will remember that 
he brought out some significant facts. 

In discussing problems relating to the 
health examination he emphasizes the 
fact that many of our techniques and 
tests have not always proved effectual 
that our vision tests, our 4-A audiome- 
ter, our measuring and weighing, have 
not always shown us the child with the 
most serious defects, upon whom the 
nurse needs to concentrate her greatest 
efforts. We realize now, as a result of 
careful and intensive studies conducted 
by such organizations as the American 


*Presented at the organization meeting of the School Nurses’ Section of the Massachusetts 
Organization for Public Health Nursing, Boston, Mass., October 21, 1932. 


[15] 








16 PUBLIC HEALTH NURSING 


Child Health Association, that we can 
no longer use the height-weight charts as 
a standard of measurement of growth, 
since some children, although apparently 
below or above weight, are in reality 
normal for their own individual make- 
up and rate of development. Therefore, 
we do not need to spend so much time 
as we have in the past on these so-called 
underweight children, but should trans- 
fer our energies to those who present a 
more serious health hazard. 

Dr. Palmer points out the fact that, 
in spite of our emphasis over a good 
many years on dental care and dental 
clinics, it is still true that ten out of 
every one hundred eleven-year-olds have 
three of their four first molars either 
missing or in a serious condition of 
decay. Why have our efforts in this 
behalf been of so little avail? Dr. 
Palmer presented this as a challenge to 
school nurses to help in determining the 
answer. Should the emphasis be shift- 
ed, perhaps, from the dental clinic to a 
more effective nutrition program or to a 
more careful screening, earlier in the 
child’s life, of those whose teeth present 
early symptoms of, or potentialities for 
later decay? 

Since a school nurse’s program is 
already filled to the brim, we should 
employ great care in our selection of 
the children that need our more inten- 
sive efforts for follow-up and supervi- 
sion. 

This is particularly significant in the 
light of the present economic situation, 
for two reasons: first, because of the 
increase in menaces to the child’s health 
both mental and physical, due to un- 
employment and the resulting conditions 
of mental strain and irritation, malnour- 
ishment, etc.; and second, because it is 
more important than ever that the 
school nurse should make every minute 
and every effort count. 

I should like to quote to you what 
Dr. Mitchell of the Division of Re- 
search of the American Child Health 
Association has said regarding the ques- 
tion of malnourished children: 


“Tf malnutrition as a result of the depres- 


*Pustic HeaLtH NursInG, January, 1932. 


sion is to be combated, we should prevent 
it rather than attempt to cure it. Prevention 
for unemployed families requires finding the 
underfed children rather than the children 
whose growth has been affected. To wait for 
evidence of retarded growth is like waiting 
for rachitic deformities to develop before ad- 
ministering Vitamin D. 

“Of course neither the nurse nor the teach- 
er can truly discover the underfed child by 
asking the children in the schoolroom to raise 
their hands if they have had no breakfast. 
On the other hand, the teacher with a well 
organized health education program can find 
out fairly accurately the variety of food con 
sumed by her class for a week and from such 
a record determine the children who are ob- 
viously suffering from a shortage of milk, 
fruit or vegetables or other serious dietary 
insufficiency. The nurse can contribute to 
this service by suggesting such a study to the 
teacher and assisting her in selecting the most 
needy children from the records of food con 
sumption.’’* 

There are available a number of 
pamphlets from various organizations on 
the question of emergency nutrition and 
adequate diets at low cost, which nurses 
are finding helpful for their own use 
and in passing on to the teachers. 


THE NURSE AND THE PARENTS 


What is the nurse’s responsibility to 
the parents? One of the first, I should 
say, is the awakening of the parents to 
the realization that they are them- 
selves responsible for the health and 
welfare of their child, a responsibility 
which they have no right to expect the 
school, nor the nurse, nor the community 
to monopolize. The school nurse who 
has succeeded in so interesting the moth- 
er that she comes to the school herself 
to see the nurse and talk over with her 
problems relating to the child’s health— 
the school nurse who has “‘sold”’ the im- 
portance of child health to the parent, 
so that the parent and not the nurse 
takes the child to the dentist—that 
nurse has gone a long way toward her 
goal of parent education. 


THE MEDICAL INSPECTOR 


The school nurse’s relationship to the 
medical inspector or school physician is 
one that is more or less self-evident and 
generally accepted by the school nursing 
group. School nurses have been known 
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to complain in the past that occasionally 
the school physician, particularly when 
serving in a part-time appointment in a 
rural district, has not always manifested 
the interest and concern in the health 
program that the nurse would like him 
to show. I sometimes wonder how 
much the nurse herself is responsible 
for his seeming lack of interest. Has 
she really made an attempt to interest 
him in the possibilities and opportuni- 
ties of that school health service? Has 
she made a point of consulting with him 
at regular intervals on the progress of 
her program of defect correction, for 
instance, pointing out to him not only 
those stubborn cases that simply will 
not get the tonsils removed, but the 
number of parents who have followed 
the advice given, letting him in on the 
feeling of satisfaction that comes from 
seeing the results of one’s efforts? 


THE SCHOOL PERSONNEL 


Over and over again, with ever in- 
creasing emphasis, have we heard re- 
iterated the importance of the nurse’s 
relationship to the school personnel, par- 
ticularly to the teacher. In discussing 
in his paper the problem of teacher- 
nurse rapport, Dr. Palmer points out 
that in the study that was made of this 
relationship between the teacher and 
the nurse, it was surprising to find in 
many instances how little contact there 
had been between the two.* “The 
teacher really does not know much 
about what the nurse is doing or why 
she is doing it,” says Dr. Palmer. How 
many of us are making a conscientious 
attempt, through a definite plan, to 
impart to our teachers the essential fac- 
tors and goals in our health program for 
the child? 

The nurse has an unusual oppor- 
tunity to present to the teacher the sig- 
nificant factors in the home environ- 
ment and parental attitude toward the 
child that tend to influence his health 
behavior. She can help to individualize 
that child for the teacher so that he 
will stand out as an individual and not 
merely as one of a class of thirty or 
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forty. Here again this takes on added 
significance because of the present situ- 
ation. We find teachers and classes are 
doubling up for economy’s sake, and it 
is going to be harder than ever to select 
and reach those children who are most 
in need of help and guidance. It will 
take closer coOperation than ever before 
between the teacher and the nurse—a 
continuous exchange of suggestions and 
conferences—the nurse reporting to the 
teacher on those for whom the home 
situation is the most precarious—the 
teacher discussing with the nurse those 
who seem to present some faulty habit 
or maladjustment—and together work- 
ing out a plan for assistance, the nurse 
doing what she can in relation to the 
parents and the community facilities, 
and the teacher playing her part in the 
supervision that she gives throughout 
the day. 

The project for determining the nu- 
tritional status of the class has already 
been mentioned. Other goals perhaps 
based on the findings of the health ex- 
amination can be presented to the teach- 
er, leaving it to her to work out the 
educational plan and procedures for 
attaining these goals. 

The nurse is the 
which the latest scientific information 
on nutrition, communicable diseases, 
mental hygiene, is transmitted to the 
teacher. The nurse should know what 
books and pamphlets are acceptable and 
available. The nurse must be prepared 
to give to the teacher: first, enthusiasm 
and interest in the health of the child; 
second, actual information that is scien- 
tific and sound; third, health service as 
it is needed. This means that the nurse 
must have an abundance from which to 
give. She must be able to meet the 
teacher on equal ground. She must be 
prepared for her job! 


channel through 


PREPAREDNESS 


How can the nurse expect the teacher 
to be health conscious and to turn to 
the nurse and have confidence in her, if 
the nurse herself is weak in her educa- 
tional background, in her fundamental 


*Pusitic HeAttH NursInG, June, 1932, p. 321. 
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nurse’s training, or in her subsequent 
training and study? The school nurse 
of today, just like every public health 
nurse, must be prepared; which may 
mean making up high school; or taking 
postgraduate work in a hospital to make 
up a deficiency in pediatrics; or prepar- 
ing herself for the public health nursing 
field through a postgraduate course in 
public health nursing; or adding to her 
efficiency by getting field experience 
with supervision in a well organized 
public health nursing agency and in a 
well organized school health service; and 
this most certainly means for every 
nurse a program of continued self-edu- 
cation through reading current books 
and professional magazines. 

What is the nurse’s responsibility to 
the principal? It would hardly seem 
necessary to discuss this at length. It 
is almost self-evident that the nurse 
would acknowledge the principal as the 
person in charge of the educational pro- 
gram, with whom she would as a matter 
of course discuss her program for the 
year’s work, the goals to be striven 
after, and the best methods for reaching 
them. She would consult him in regard 
to changes and developments and per- 
plexing problems. Above all she would 
see that he receives regularly reports of 
her work, reports that are not entirely 
composed of uninteresting statistics, but 
include an analysis of the figures and of 
the work, a comparison with those of 
last year or last month, interpreted in 
the light of the special needs of the child 
group and illustrated by special case 
stories or happenings. I do not know 
how many school nurses get a chance to 
present their report orally to the School 
Board or Board of Health or County 
Board. If they do, what a tremendous 
opportunity to make that personal re- 
port a vital thing to that Board, a report 
so vital that the reaction of the Board 
will be not that “we can get along with 
less of this,” but “‘we must keep this up 
at all costs and have more of it, if pos- 
sible.” 


THE NURSE AND THE COMMUNITY 


Finally, what is the nurse’s responsi- 


bility to the community? Is she a com- 
munity worker or does she confine her- 
self entirely to the four walls of the 
school? I hope that every school nurse 
will say: | am a community worker. I 
owe it to the success of my school health 
program to know, first, what are the 
other health and welfare agencies in the 
community of which I am a part; sec- 
ond, how my work fits in with theirs. 
How can they assist me? How may | 
help them? Have I given the Parent- 
Teacher Association the opportunity to 
participate in the health program? 
When I find that another agency such 
as the visiting nurse association or the 
Board of Health or the family case work 
agency is interested in the same family 
that I am, I should like to discuss the 
family with that other nurse or social 
worker, so that together we may work 
out a plan for that family. 

If this has been true of the school 
nurse’s position in the last few years, 
how increasingly vital is it at the pres- 
ent time when every community and 
every community agency is evaluating 
its program with a view to providing 
the most efficient service w:th the great- 
est economy. There must be no dupli- 
cation; every home visit, every clinic 
visit, every contact must be as fruitful 
as careful planning can make it. And 
the nurse who has carried out her service 
in conjunction with the other health and 
welfare services in the community and 
has succeeded in making it a vital part 
of the whole health program has built 
a firm foundation that should withstand 
the attacks of a budget-cutting Board. 

To these all essential responsibilities 
might be added, perhaps, still another, 
the responsibility of <he school nurse to 
her professional organizations. Particu- 
larly in times like these the nurse needs 
the guidance and support of her state 
and national organizations, just as the 
state and national organizations need 
the encouragement that comes from 
knowing that the nurse is standing be- 
hind them. 

In summing up may I emphasize the 
following points: 

The school nurse has a unique op- 
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portunity in the field of child health, an 
opportunity that has become an obliga- 
tion at the present time with the many 
circumstances that threaten the physical 
and mental well-being of the child; this 
opportunity or obligation can only be 
fully realized and carried out when the 
school nurse works in close conjunction 
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with the parents, the physicians, the 
teachers and the community agencies. 
No longer is she an isolated figure in 
the school health program, but an inte- 
gral part of the whole child health pro- 
gram, a program to which she, as a 
public health nurse, has much to con- 
tribute. 


A County Tuberculosis Program 
By T. PAUL HANEY, JR., M.D. 


HE tuberculosis program of the 
T Pike County Health Department, 

McComb, Mississippi, is  con- 
ducted in close codperation with the 
Pike County Tuberculosis Association. 
Although this association is a voluntary 
agency, it is a very active organization 
in Pike County and has shown a very 
keen and sincere desire to cooperate 
with the Pike County Health Depart- 
ment, in every way possible. 

There is no local hospital or sana- 
torium available in Pike County. The 
only available hospital facility for 
tuberculosis patients is the State Sana- 
torium. The quota of Pike County in 
this hospital is only about five or six. 
The Pike County Board of Supervisors 
has paid the expenses of an average of 
five patients per year for the past five 
or six years in this institution. Last 
year there were eighteen deaths in Pike 
County from tuberculosis, therefore, it 
is safe to estimate the number of active 
cases of tuberculosis to be not less than 
162. Thus it is plain that available 
hospital facilities are grievously inade- 
quate for patients in Pike County. After 
careful consideration the program as 
outlined in this narrative was adopted. 

Pike County does not assume to steal 
the thunder of the Burr Cottage idea 
which we have adopted. It is realized 
that for a number of years the Burr 
Cottage has been in use in Mississippi 
and in other states. The cottage used 
in Pike County is a modification of the 


Burr Cottage previously used in this 
state and in other states. It is believed 
that the cottage plan is the most prac- 
tical plan available for the people of 
this county in view of the impossibility 
of obtaining adequate hospital facilities. 


AGREEMENT BETWEEN THE OFFICIAL AND 
VOLUNTARY AGENCY 


It is agreed between the Pike County 
Heaith Department and the Pike Coun- 
ty Tuberculosis Association that all 
publicity, all organization of programs, 
and all legal ownership of property 
shall be carried on in the name of the 
Pike County Tuberculosis Association. 
This was agreed to because it was felt 
that greater codperation from and bene- 
ficial results to the general public could 
be obtained if the program was spon- 
sored and conducted under the name 
and supervision of the Pike County 
Tuberculosis Association. This Associa- 
tion, demonstrating its good faith in 
the program to be conducted, provided 
by actual cash expenditures the first 
Burr Cottage. The Tuberculosis As- 
sociation agreed that this cottage 
should be built according to specifica- 
tions adopted by the Health Depart- 
ment. The department, after careful 
study of all cottage plans available, 
made a blue print and specifications.* 


THE COTTAGE 


The dimensions of the cottage were 
decided upon strictly with the idea of 


*Available on request from the Pike County Health Department, McComb, Mississippi. 
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having sufficient room for one patient 
but no space available for visitors to 
loiter in. No space has been allowed 
for extraneous furniture. All that is 
really needed is a bed, but one small 
table placed at the patient’s head is per- 
missible. No other furniture, not even 
one chair, is permitted in the cottage. 
The floor and walls are designed so that 
cleaning is easily done. 
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the attention of some member of the 
household at any time during the day 
or night. The patient must remain in 
the cottage continually when in bed, 
regardless of weather conditions. The 
construction is such that in Mississippi 
this cottage affords ample protection 
against weather conditions at all times. 

After obtaining the approval of the 
State Board of Health to these plans 





The materials for building this tuberculosis cottage cost less than forty 
dollars (local prices) 


Floor and walls are kept in condition 
with good paint at all times. Apple 
green is specified as the color because 
it is felt that this shade is most restful 
to the eyes of the patient. When the 
cottage is changed from one patient to 
another, the floors and inside walls are 
repainted. 

The height of the side walls is only 
24 inches from the bottom of the floor 
sill for the purpose of allowing the 
patient to see all that is going on about 
him with least effort. Should the wall 
from the floor to the screen windows 
extend above the patient’s bed, the 
patient will invariably raise himself up 
in bed to see what is going on around 
the cottage. 

The location of the cottage should be 
such that the patient can easily attract 


and specifications, this cottage was 
adopted by the Pike County Tubercu- 
losis Association, and, as_ previously 
stated, the first cottage was made a 
reality. All cottages now in use are 
the legal properties of the Tuberculosis 
Association. The Association agreed 
that the care, placement and use of all 
cottages should be under the direction 
of the Health Department. 

The Health Department is endeavor- 
ing to obtain eventually not less than 
thirty-five tuberculosis cottages for 
county patients. Its plan for obtaining 
these cottages is to have them all do- 
nated to the Tuberculosis Association. 
There are now two cottages in the pos- 
session of the Association. The second 
cottage was donated by the 1932 grad- 
uating class of the McComb City High 
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School. 
high school has in the past left a memo- 


Each graduating class of this 


rial. The Superintendent of the City 
Schools of McComb conceived the idea 
that the class could leave no_ better 
memorial than a tuberculosis cottage. 
After talking with the Health Depart- 
ment Director, he and the Director 
conferred with the class officials and 
succeeded in persuading the class mem- 
bers to leave a cottage as their memo- 
rial. Their only request was that this 
cottage be used, when possible, for 
school children suffering from tubercu- 
losis. A young lady about seventeen 
years ol age is now using this cottage. 
Opportunity is herein taken to express 
to this graduating class of McComb 
City High School the sincerest con- 
gratulations for the splendid spirit they 
have shown in presenting this gift. 

One man in Pike County has built a 
tuberculosis cottage for the use of a 
member of his family. It has _ been 
agreed that this cottage shall be do- 
nated to the Tuberculosis Association 
after further use in this particular 
family is unnecessary. Modified plans 
of this cottage have been followed by 
several families in the county. Porches 
have been constructed, the screening 
and shade flaps of which have been 
constructed in conformity with our 
specifications. 

When a cottage is placed for the use 
of a patient, the patient or his guardian, 
the property owner where the patient 
resides and where the cottage will be 
placed, and also any or all persons hold- 
ing any lien or mortgage on said prop- 
erty are required to sign a contract.* 
This removes the possible danger of the 
Association’s losing legal possession of 
and control over the cottage. The 
patient thus agrees to follow the in- 
structions outlined by the Health De- 
partment. If at any time a patient re- 
fuses to comply with any instruction 
given by the Department, the Depart- 
ment has the right to remove the cot- 
tage and assign it to another patient. 

Between the Tuberculosis Association 
and the Health Department it is agreed 


that a cottage placed at a patient’s dis- 
posal shall remain with him until he 
has no more need for it. It is explained 
to the patient that the cottage shall be 
his so long as it is properly cared for, 
and he follows instructions outlined by 
the department. 


RESPONSIBILITY FOR CARE OF THE 
PATIENT 


The care of the patient located in the 
tuberculosis cottage is under the direct 
control and supervision of the patient’s 
family physician. The Health Depart- 
ment personnel visit the patient and 
make reports to the family physician of 
their visits. Treatment of the patient 
is thus left entirely in the hands of the 
family physician. The Health Depart- 
ment nurses visit the patient at from 
weekly to monthly intervals. In no in- 
stance are visits to a patient by a nurse 
at longer intervals than a month. 
Routine service is carried out, which 
includes special emphasis on prevention 
of spread of the disease and necessity 
for frequent physical examinations by 
a physician of all tuberculosis contacts 
for the purpose of making an early 
diagnosis of the disease. All contacts 
are urgently advised to submit them- 
selves to a tuberculin test made by the 
Health Department, and, if this test 
proves positive, every possible effort is 
made to follow this test with X-ray 
examinations of the chest. 


CASE FINDING 


Cases are located mainly from mor- 
bidity reports made by physicians. In- 
vestigation is made immediately of all 
reports from any source indicating the 
possibility of tuberculosis. If and 
when a death certificate indicates death 
from tuberculosis, if this person has not 
been under the supervision of the 
Health Department, a visit is made to 
his home, and all contacts advised to 
report to a physician for physical ex- 
amination. Reports are received from 
the State Sanatorium of all cases of 
tuberculosis admitted to this institution 
from Pike County and also the names 


*Copies of this contract are available from Pike County Health Department, McComb, 


Mississippi. 
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of all patients discharged from this in- 
stitution and sent to Pike County. 

Sputum examination is made on all 
patients reported, and repeated exami- 
nation is made if the first examination 
is negative. Follow-up examinations of 
sputa are also made at regular intervals. 
All laboratory work is done by the State 
Hygienic Laboratory. 

Community health instruction is car- 
ried on by the public health nurses, or 
other members of the personnel, and 
members of the Pike County Tuber- 
culosis Association through personal in- 
struction. Publicity is carried on by 
the Health Department and by the Pike 
County Tuberculosis Association in the 
local press. Pamphlets and_ bulletins 
are prepared by the State and County 
Tuberculosis Associations and by the 
State and County Departments of 
Health. Instruction in the prevention 
of tuberculosis and in the care of a 
tuberculosis patient receives very defi- 
nite emphasis in the State Tuberculosis 
Hospital. 


FUTURE PLANS 


A most gratifying outlook for future 
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progress in the control of tuberculosis 
in Pike County results from the fact 
that all agencies working in the field, 
both official and non-official, are work- 
ing in harmonious coéperation toward 
one and the same goal. Plans are now 
under way to facilitate ways and means 
of obtaining regular physical examina- 
tion by a physician of all tuberculosis 
patients and contacts for the purpose 
of getting the tuberculosis patient un- 
der proper care at the earliest possible 
stage of the disease. The State Health 
Department and members of the medi- 
cal staff of the State Institution have 
agreed that they shall all work with the 
Pike County Tuberculosis Association 
and the Pike County Health Depart- 
ment in making this service available 
at regular intervals in Pike County. 
This service will be rendered through 
the operation of tuberculosis clinics 
wherein some member of the State Hos- 
pital medical staff will make the phys- 
ical examination. X-ray facilities will 
be provided and where possible pro- 
vision will be made for either hospitali- 
zation or care by use of a tuberculosis 
cottage. 


LEADING ARTICLES IN THE AMERICAN JOURNAL OF 
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Health Problems in the Belgian Congo* 


By TESSIE F. WILLIAMS, RN. 


ROM a land where time is measured 

by high and low water seasons, dis- 

tance by the number of days travel, 
where no one has birthdays, grey hair is 
desired and much respected, plumpness 
is considered beautiful, eyelashes in- 
stead of eyebrows are plucked, teeth 
filed and not filled, styles cut in skins 
as well as in clothes, and one points with 
lips and not fingers, I bring. you greet- 
ings. In the words of our Central Afri- 
can friends whose acquaintance I first 
made in 1922: ‘“‘Beseso buke bis lolango 
mongo, el'uny'auma’’—‘‘many greetings 
of love itself to you all.” 

Where the Congo River crosses the 
Equator one is not asked where he lives 
but where he “sits.” I “sat” for one 
year at Bolenge, six miles from Coquil- 
hatuille at the junction of the Equator 
and the Congo River: three years at 
Monieke, a three days’ journey up the 
Chuapa River, which drains the south- 
ern part of the great Congo Basin; and 
three years at Mondombe, a six days’ 
journey beyond Monieka. The mission 
station at Bolenge was started in the 
eighties, Monieka in 1912, and Mon- 
dombe in 1920. Through an extensive 
variety of responsibilities at these three 
posts I had the opportunity of making a 
great many contacts, and I believe | 
have acquired the ability, at least to a 
small extent, of “thinking black.” 

We have in our Congo Mission a com- 
mittee known as the Language-literature 
Committee made up of a missionary rep- 
resentative from each of our six mission 
posts. Each missionary, whether he or 
she be preacher, teacher, doctor, nurse, 
agriculturist, or engineer, after a few 
years of experience and a fair acquain- 
tance with the people and the language, 
is expected to make some permanent 
contribution to the meager supply of 
written literature. Part of the work of 


*Presented at the Pacific Regional Conference, Honolulu, T 
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this committee is to determine the needs 
in various subjects and then assign spe 
cial tasks according to the interests and 
capabilities of the individuals concerned 
and then see that the assignment mate- 
rializes. 

The subject assigned to me. was 
health. A big subject, some of you may 
be thinking, and the longer one lives in 
Central Africa the larger it grows. A 








An old chief wearing a leopard-tooth 
necklace, with cowrie-sheils in his beard 
and hair. Note facial markings 


small bi-lingual hygiene book and an- 
other book containing a miscellaneous 
assortment of information on the sub- 
jects of clothing, food, sanitation, and 
physiology is all the health information 
which exists in printed form. I was per- 
mitted to make my own choice as to the 
particular phase of the health program 
to which I wished to contribute. Having 
decided to try to smooth the way a bit 
for the children, prenatal and baby 
clinics were started, regular examina- 
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tion of all boarding school children 
begun, and various trials made at teach- 
ing hygiene in the schools. At the same 
time attempts were made to safeguard 
water supplies and to procure a proper 
disposal of refuse and sewage, with in- 
termittent raids on jiggers, itch, lice, 
bedbugs, mosquitoes, yaws, ulcers, hook- 
worm, and rats; but all these efforts 
had brought me no nearer to a solution 
of my literary obligations! 


THE COUNTRY AND ITS CUSTOMS 


Several years ago the Belgian Congo 
was divided among the Protestant mis- 
sion boards carrying on work there. The 
group with whom I have been working 
were accorded the responsibility for 
teaching the people living in small vil- 
lages scattered through some six hun- 
dred miles of swamp and jungle directly 
under the equator. From a population 
estimated at about 700,000 there are 
some 25,000 people in schools under 
government and mission supervision in 
which all attendance is voluntary. There 
are two large cities in this district, 
Coquilhatrille and Boende. Coquil- 
hatrille is on the Congo River at the 
Equator, with its mixture of peoples and 
tongues. Boende, a week’s journey up 
the Chwapa, is not quite so cosmopoli- 
tan, the people there being mostly drawn 
from the surrounding tribes. Large 
palm oil, rubber, and coffee company 
plantations have created centers of 
mixed tribal population. There are a 
number of individual traders of many 
European nationalities running small 
stores located at isolated villages along 
the rivers and through the back country, 
selling a variety of articles to the na- 
tives. 

For government administration the 
colony is divided into provinces, prov- 
inces into districts, districts into terri- 
tories, territories into chefferies. All 
these divisions are presided over by Bel- 
gian officials. The chefferie is divided 
into groups of villages presided over by 
a native chief, then each individual vil- 
lage has its chief. Offenses of bloodshed 
are quite severely punished. The Afri- 
can man carries a knife in his belt and 


generally a spear in his hand, and any 
offense to person or family is likely to 
be paid for in terms of immediate and 
cutting revenge. This characteristic of 
quick-tempered revenge adds a great 
number of knife and spear wounds to 
the emergency cases treated in the hos- 
pitals. Women being the chief property 
and wealth, taxes are collected from the 
native man according to the number of 
wives he possesses. One old chief is re- 
ported to have paid a tax on two hun- 
dred women. This, however, is an ex- 
ceptional case. The usual number is 
from two to six. Monogamy is encour- 
aged and a man with only one wife is 
exempted from paying taxes when his 
offspring number six living children. A 
few of the government officials are doing 
a great deal to increase the food supply 
by requiring the people to have gardens 
of a certain size. Dry land rice is being 
quite rapidly introduced in some sec- 
tions. It is yet to be proved whether 
hard half-cooked rice is better food than 
sour manioc bread. By Belgian law all 
natives under employment contract must 
be provided with mosquito nets and 
blankets and medical care when needed. 


WORK AT THE CENTERS 


The work of the mission is carried on 
from six centers, posts or stations, as we 
call them, where the white teaching and 
supervising staffs are located. Twenty- 
two foreign teachers, ten preachers, two 
carpenters, one engineer, one agricul- 
turist, four doctors, five nurses and one 
printer assist fourteen hundred native 
teachers and helpers. 

The mission posts have been chosen 
because they are centers of a large popu- 
lation and because the surrounding vil- 
lages are accessible either by overland 
or river travel. The native teachers are 
sent out individually or by twos to teach 
in the villages. After a few years of 
teaching the best and most promising 
teachers are sent to a central teachers’ 
training school for three or four years. 
The salaries of the teachers are paid to 
a large extent from the offerings of the 
native church, and the teacher acts also 
as preacher and minister. The village 





at ip wt _- 2 cof ce ee 


a um 2 oe oe oe 


—_ > oe oe oe 


ee ee ee ee eee a ae 











HEALTH IN BELGIAN CONGO 25 


is required to make some contribution 
toward paying for school supplies. Many 
times they are unable to furnish a suffi- 
cient number of slates and it is not an 
unusual sight to see two or three classes 
writing with their fingers on a smoothed 
over spot in the sand and dust of the 
village street. 

The first attempts to write the lan- 
guage were made some thirty-five years 


ago. Bobangi, lomongo, lonkundo, 
ladya, and lingala are the dialects 


spoken by most of the people among 
whom we work. We use only two dia- 
lects in the schools and the most ad- 
vanced students receive some _ instruc- 
tion in French. 

At each one of the mission posts there 
are boarding schools for girls and for 
boys under native caretakers with white 
supervision. They raise most of their 
own food, so a great deal of their time 
is taken up in gardening. The present 
program of instruction covers five years. 
The girls receive instruction in mat 
making, basketry, child care and sewing 
and embroidery. They also assist at the 
baby clinics and in caring for women 
patients at the hospital. The boys re- 
ceive special training in carpentry, brick 
work, masonry, reed work, tailoring, and 
nursing. 


HOSPITAL FACILITIES 


Two government hospitals, one com- 
pany hospital, and five mission hospitals 
provide the medical care available. The 
government has and is making a great 
effort to control sleeping sickness. <A 
few years ago a vigorous campaign 
against yaws was started. They are 
urging the establishment of leper col- 
onies. All service of government and 
company hospitals is given free, while 
the mission hospitals have made it a 
practice to charge what was felt the 
people could pay. Many seem to have 
the idea now that what they pay for is 
much better than what they receive free. 
While I was stationed at Bolenge scores 
of patients came from Coquilhatrille, 
walking past the government hospital 
where they would have been treated free, 
and coming six miles in the hot sun to 





the mission hospital and paying for their 
treatments. 

Mission doctors and nurses who have 
taken the course in tropical medicine in 
Belgium receive an annual subsidy from 
the government. 

Native nurses, most of them boys 
twelve to sixteen years of age, are given 
heavy responsibilities and only a meager 
amount of instruction. Among a people 
who take no responsibility for nursing 
sick folk other than members of their 





Children’s clinic. Big Sister—Congo version 


immediate family, treating all patients 
with sympathy and understanding takes 
a large measure of self-control and desire 
to serve. The prestige of the witch doc- 
tor is gradually giving way to the advice 
of the more mature and dependable 
nurses. 

Working at the hospital is one of the 
most coveted positions available among 
both boys and girls. To keep only the 
most satisfactory ones in the nursing 
work takes a great deal of weeding out. 
The first assignment is six months in the 
ulcer department, which proves to be a 
fair test of motives and sympathy. Some 
undesirables “get by” but not many. 
The nurses work six months under su- 
pervision in each department, ulcers, 
pharmacy, intravenous injections, labor- 
atory, surgery, and the office, and then 
go back to serve as supervisor for six 
months or a year in each department if 
their work has been satisfactory. Sur- 
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gery, laboratory, and intravenous injec- 
tions are the most popular departments. 


JUNGLE PROBLEMS 


Yaws, ulcers, malaria, intestinal para 
sites, dysentery, colds, whooping cough, 
measles, chicken pox, small pox, pneu- 
monia, tuberculosis, sleeping sickness, 
elephantiasis, syphilis, gonorrhea, lep- 
rosy, a variety of skin diseases, wounds, 
snake and insect bites, burns and frac- 
tures bring most of the patients, many 
of them as a last resort after the witch 
doctor has exhausted his spirit-exorcising 
powers. Autopsies and amputations are 
strenuously objected to. All diseases are 
believed to be caused by evil spirits. 
Rats have been known to nibble the toes 
of an unconscious patient, tiny red ants 
to eat the skin off the top of a baby’s 
head, maggots from a piece of elephant 
meat to crawl into a tiny baby’s ear, ard 
driver ants to run the patients out of a 
surgical ward in the middle of the night. 
Adhesive will not stick, rubber goods 
deteriorate over night, chloroform evap- 
orates, drugs and supplies ordered a year 
ahead may arrive two years later. 

School] health, where does it begin and 
where does it end? The problem of the 
health of any individual whether in the 
east, west, north, or south begins with 
the parents. 


MATERNITY AND INFANCY 


Being born in Central Africa is a seri- 
ous experience for both mother and baby 
and our dark skinned sisters pay dearly 
in sickness and death. Maternal and 
infant mortality rates are very high. 
Pneumonia and malaria with puerperal 
infection and tetanus stand ready to 
complicate nature’s process. The old 
heathen midwives vie with the witch 
doctors in importance. They take part 
in the girls’ initiation ceremonies and 
dispense abortion medicines. Their 
chief attributes are filthy dirty hands 
and a knowledge of whether sugar-cane, 
chicken, or goat should be sacrificed to 
appease the particular spirit in question. 

The shade of a plantain tree in a gar- 
den or the dirty floor of a native hut are 
the spots which most frequently give a 


baby its first impressions of an exacting 
world. If he is not energetic enough to 
take his first breath on his own initia- 
tive he is given no assistance. His cord 
is generally cut with the small instru- 
ment used to cut hair and finger and toe 
nails and no pretense is made at clean- 
ing it. In some tribes the cord is cut as 
close to the body as possible, leaving 
hemorrhage and tetanus to take their 
toll. A cold bath, an oil rub, and a 
sprinkling of red camwood powder pre- 
pare him for the inspection of interested 
relatives. The mother is not allowed to 
eat or drink during labor and does not 
nurse her baby until the milk supply is 
well established. Grandmother takes 
care of the baby until that time arrives. 
If the mother dies the baby is left to 
subsist on sugar-cane juice and palm 
nuts unless the mother has a sister who 
can act as wet nurse. The government 
supplies a pint of milk a day for moth- 
erless infants. 

Prenatal and baby welfare work have 
met a very encouraging response at the 
mission stations and there is no reason 
why the wives of the village teacher 
cannot be trained in this work and as 
midwives. 

The baby goes everywhere his mother 
goes and very early makes the acquain- 
tance of colds, malaria, yaws, and itch. 
Learning to crawl he devours a great 
deal of dirt and acquires a good supply 
of intestinal parasites. His inquisitive- 
ness leads him to explore fire and cook- 
ing pots and he gets frequent and severe 
burns. His neck, wrists, hips, and ankles 
are encircled with a variety of protective 
charms. If he has the good fortune to 
be born into a riverine tribe, he early 
learns to swim by frequently being held 
by one arm and ducked under the water 
several times in succession. The baby 
belonging to a village located some dis- 
tance from a water supply is very likely 
to know little of the feeling of cleanli- 
ness. 


DAILY LIFE AND TRIBAL CUSTOMS 


One meal a day served in the evening 
is all the African mother has time to 
prepare after working several hours in 
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the morning in her garden, getting her 
supply of cooking leaves, wood, water, 
and food. It takes most of the after- 
noon to make a pot of greens mixed 
with palm oil, highly seasoned with 
pepper, and a sufficient amount of sour 
manioc bread to satisfy several hungry 
mouths. The husband with any of his 
friends who happen to be present is 
served first and the wife and children 
have what is left. 

The men spend most of their time 
hunting, fishing, and discussing business. 
The blacksmith shop is the favorite vil- 
lage gathering place. As they talk and 
listen, they replenish their supply of 
hunting nets, fish traps, canoe paddles, 
stools, bread boards, etc. 

The father who is fortunate enough to 
have a baby girl born to him soon begins 
to search for a prospective husband for 
her. The more he needs money the 
sooner the search begins. Or the pros- 
pective husband searches out the futher 
and the making of payments begins and 
lasts throughout the life of the average 
woman. What a girl or woman is worth 
and the amount and time of payments 
require a great deal of time to discuss. 
After the age of five or six years a girl’s 
time is divided about equally between 
her father’s home and her husband's 
harem. 

If one husband does not make suffi- 
cient payments to satisfy the girl’s 
father, arrangements are made to change 
husbands and all the money that has 
been passed must be returned. The son 
of a generous father is usually allowed 
to choose his first wife from his father’s 
harem, but if the father is inclined to be 
selfish, he gives the son the wife he likes 
the least. 

Tribal markings and teeth filings are 
important events of childhood. Initia- 
tion ceremonies take place from about 
the tenth to twelfth year. The boys are 
then admitted to all the adult activities 
of village life and the girls go to stay 
in their husbands’ harems. 

Houses are made of a variety of ma- 
terials, some all bark, others all leaves, 
some thatch roofs with leaf walls, and 
others with mud walls. Most of them 
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are very low and dark, with only one or 
two openings which are tightly closed 
with mats at night. 

Fires are kept burning all night. Beds 
are low and placed close to the fire. 
Adults sleep next to the fire and the 
children behind them where they may 
get cold and feed any mosquitoes that 
may be present. 

Villages are often times located right 
on the river’s edge or in the border of a 
swamp, and tsetse flies and mosquitoes 
are constantly present in large numbers. 
In many tribes no attempt is made 
toward the proper disposal of waste. 
They often bathe at the place where 
they fill their water gourds for drinking 
and cooking purposes. As a result of 
these conditions every one entertains 
continually a large variety of intestinal 
parasites, harmless and otherwise. 


AN ADVENTURE IN SANITATION 


At one of the semi-annual teachers’ 
gatherings | gave some instruction on 
the importance of a clean water supply 
and the necessity for building some sort 
of latrine. A microscopical stoc! exam- 
ination was made for each teacher and 
all the members of his family and then 
the necessary treatment given. They 
were told as they went back to their vil- 
lages that part of their work was to see 
that something was done about water 
supply and the digging of latrines. 

A few months later I had the occasion 
to visit some of them. As the caravan 
of some twenty carriers arrived in each 
teacher’s village the message was broad- 
cast on the big wooden drums that the 
white mama had arrived and wanted to 
see the location of the water supply, 
latrines, and gardens of all the students. 
Our tour of inspection and investigation 
generally began with the teacher and 
members of his school and ended with 
nearly every able-bodied individual in 
the village from the little toddler to the 
grandparents. The chief was always a 
prominent attendant. A great deal of 
curiosity was aroused and _ interesting 
discussions took place as to the reasons 
for this additional inexplicable request 
of white people. I found that in this 
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short time many latrines had been dug, 
swamps had been deserted and springs 
located as water supply. One teacher 
had found an excellent spring, cleaned 
it out, built a roof over it and a fence 
around it, and had even put a padlock 
on the gate. 

Two or three native nurses with med- 
ical supplies always make up a very 
welcome part of each traveling group, 
especially to those patients who have no 
way to go several days’ journey to a 
hospital. As many as a hundred pa- 
tients are often treated in a visit of a 
day or two in one of these villages. 
“When are you going to send us a teach- 
er?” is a question heard over and over 
again from the people of many of the 
villages through which we pass. “Pick 
out a boy you want for a teacher and 
let him come to school and learn how to 
teach and then we will send him back 
to be your teacher,” is the answer. 


PLANNING A PROGRAM 


Given five short years, what would 
you put into them to meet the health 
needs of a Congo child in his village 
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home in the forest or plantation? 

With malaria and filaria practically 
universal infections, will you teach him 
to build houses with windows so he can 
have light and air? How will he pro- 
vide himself with screens or mosquito 
nets?) What about tuberculosis? Shall 
he be taught to discontinue his beloved 
night fire? Shall he be taught to stay 
off the river and away from the swamp 
to avoid the tsetse fly and go without 
the fish and meat he can obtain there? 
How shall we solve the soap and water 
problem? With the custom of renting 
and exchanges of women what shall we 
do about the venereal disease problem? 
What can we suggest to take the place 
of teeth filing and tribal markings? 
What will be the best incentives to per- 
suade him to keep his feet free from 
jiggers, his skin free from itch, and to 
wash his hands before eating? 

To find the kind of program to meet 
these conditions satisfactorily is what 
has brought me to Hawaii for this con- 
ference and Dr. Turner’s course. Thanks 
to his advice, I am beginning to find an 
answer to meet the present need. 


A modern ambulance in the 
Belgian Congo. Please don’t 
be in a hurry! 














Cost of Operating and Maintaining Auto- 
mobiles in Nursing Associations 


By THOMAS W. SCOTT 


HERE are two important factors 

to be considered in computing the 

cost of operating automobiles—the 
direct operating cost, such as gasoline, 
oil, tires, insurance, garage rent, etc., 
and the indirect cost known as automo- 
bile depreciation. The major portion of 
the direct expense will naturally tend to 
vary in proportion to the number of 
miles the car is operated. The minor 
portion of the direct expense, such as 
insurance and garage rent, and the indi- 
rect operating expense such as the yearly 
depreciation, are constant factors, and 
the cost per mile will tend to decrease 
as the number of miles per year in- 
creases. 

Depreciation may be defined as the 
deterioration of anything by time or 
use. It is charged as an expense when 
computing the cost per visit, because it 
represents the cost of service rendered 
by the automobile. For example, when 
a car is purchased, all of the money 
paid for this car cannot properly be 
said to have been expended during the 
first year, because the entire value of 
the automobile has not disappeared 
within the year. Therefore, it is proper 
to charge only that part of the value of 
the car that has been used. 


The cumulative amount of deprecia- 
tion charged against a specific car con- 
stitutes the reserve for depreciation on 
that car. The reserve represents money 
that must be paid out at some future 
date to replace that car. As this depre- 
ciation represents a part of the cost per 
visit, a proportion of all of the moneys 
received by the association in payment 
for visits, etc., might properly be set 
aside as a fund out of which the present 
car can be replaced. This special fund 
would technically be the automobile de- 
preciation reserve. 

Automobile depreciation can be cal- 


culated in advance with considerable ac- 
curacy. A procedure which appears to 
yield excellent results is to write off 
one-third of the entire cost of the car 
the first year, one-third of the balance 
the second year, and so on, until the car 
is traded in toward the purchase of a 
new one. The amount thus written off 
plus the trade-in value of the car should 
at all times equal its purchase price. 
Such minor differences as may be re- 
vealed at the time the car is traded in 
can be adjusted in the year in which it 
occurs by debiting or crediting the de- 
preciation reserve with such trade-in 
gain or loss. An association will ex- 
perience a trade-in gain if the trade-in 
value of the old car plus the deprecia- 
tion reserve is in excess of the original 
purchase price of that car. They will 
experience a trade-in loss if the trade-in 
value of the car plus the depreciation 
reserve is not equal to the original price. 

Since the time element is by far the 
most important factor in depreciation, 
the fact that cars may be stored for the 
winter or not used for a period of time 
does not affect the rate of depreciation. 

In order to standardize the procedure 
for computing automobile depreciation, 
it is suggested that this computation be 
based on the calendar year rather than 
on the number of months which the 
car has been in service, and it is further 
suggested that this procedure be applied 
to all cars bought by the association, 
regardless of the fact that they may 
have been purchased new or second- 
hand, or that a previous year’s model 
may have been purchased in the current 
year. Automobile models are usually 
designated by calendar year, and this 
factor appears to have considerably 
more influence on the trade-in value 
than the number of months of service. 
If an automobile is purchased in one 
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year and traded in the next year it 
appears to be the usual practice of 
automobile dealers to evaluate the car 
as a year old, even though the car has 
not seen twelve months of service. It 
is recommended for the purpose of com- 
puting the depreciation* that the num- 
ber of months that the car has been in 
service during the year should be dis- 
regarded. If the car has been purchased 
very late in the year, this procedure will 
cause a substantial amount to be written 
off during the first few months of its 
actual use. This fact, however, can be 
entirely disregarded, if the correct de- 
preciation is written off each subsequent 
calendar year until the car is traded in. 
At that time the amounts written off are 
adjusted to the basis of the actual de- 
preciation. It should be understood 
that in computing the cost per visit, it 
is not necessary to use fractions of vears 
in determining automobile depreciation. 

It is a common practice among nurs- 
ing associations to utilize for other pur- 
poses that portion of their income which 
is represented by depreciation expense. 
Assuming that an association received a 
full fee for every visit made during the 
year, there should remain a balance in 
their checking account after all expenses 
were paid. This balance would repre- 
sent the depreciation reserve, because 
the association has received money in 
payment of this accumulated expense; 
but no disbursement has been made, if 
a car was not purchased during the vear. 
If this money has not been spent to 
support such phases of the work as the 
making of free visits, clinics, or other 
non-revenue producing activities, usu- 
ally the Community Chest subtracts 
this balance from the next year’s appro- 


*Principles and Practices of Public Health Nursing Including Cost Analysis, page 112 


Schedule D. The Macmillan Company. 


priation. This means that the Chest 
has absorbed this reserve and, therefore, 
should stand ready to meet the expense 
when it occurs. There is no criticism of 
this procedure, provided the Chest 
recognizes the fact that an association’s 
expenses will fluctuate rather sharply 
from year to year depending in part 
upon the number of cars replaced. 

In order to avoid these sharp fluctua- 
tions in expenses due to replacement of 
automobiles in some years but no re- 
placements in others, the N.O.P.H.LN. 
recommends that the cost of each car 
be distributed over a number of years, 
and further recommends a_ standard 
formula for computing this deprecia- 
tion.** All things being equal, an asso- 
ciation’s expenses should fluctuate in a 
direct ratio with the number of visits 
made by that association. 

In this article we shall not discuss in 
detail the direct cost of operating auto- 
mobiles, except to state that various 
studies indicate that the cost of operat- 
ing a light car under normal conditions 
is approximately 7'2 cents per mile,? 
including depreciation. 

It is estimated that in many associa- 
tions the average distance between visits 
is about one mile, therefore it is assumed 
that the travel cost should approximate 
8 cents per visit. It is suggested that 
the associations compare their own cost 
with this standard, and if their cost ex- 
ceeds 8 cents per visit, a thorough 
analysis of automobile expenses should 
be made. Such analysis will reveal 
either an explanation for this high cost, 
such as excessive mileage per visit, etc., 
or point the way to reducing the trans- 
portation expense. 
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**Principles and Practices in Public Health Nursing Including Cost Anzlysis, page 104. 
tAutomobile Operating Costs and Mileage Studies. Iowa State College. 
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Conserving Community Health Through 
Efficient Clinic Management 


By MAE D. McCORKLE, R.N. 


CAREFUL estimate of the number 
of clinics in the United States in 
1926 listed 5,726, as against 156 


in 1904. This is an average yearly in- 
crease of 253 clinics in twenty-two 
years.* In the last three years since the 


economic crash of 1929 the number of 
people seeking health service at the 
doors of clinics has increased by leaps 
and bounds, and, in many instances, 
with no increased clinic facilities. Pub- 
lic health nurses, recognizing the time- 
saving factors in group work with pa- 
tients, have developed many types of 
clinics, conferences, and health classes** 
during the last five years, and have 
learned many valuable lessons in their 
management. <A discussion of some of 
the ways and means of making clinics 
function to render the greatest possible 
amount of service to the community is 
the purpose of this paper. 

From the standpoint of size there are 
two classifications of clinics. One refers 
to the single clinic set up primarily to 
carry out the preventive aspect of 
health, such as infant welfare, prenatal, 
tuberculosis, or immunization clinics. 
The other classification covers a number 
of special clinics grouped together to 
form a “Dispensary” or ‘“Out-Patient 
Department,” with the emphasis more 
often on the curative phases of health 
work, but with no less opportunity for 
preventive health teaching. Problems 
of organization are associated with the 
latter clinic arrangement that do not 
exist at all in the former. I shall not 
attempt to discuss the problems of the 
larger unit.— The handling of the pa- 


*Recent growth of clinics in United States, 


tient after he reaches the clinic is, on 
the whole, similar in each. 

The complete cycle of clinic care for 
the patient may be summarized under 
the heads of 

Admission to clinic 

Care in clinic 

Dismissal from clinic (not final dismissal) 

Follow-up for clinic 


The immediate test of the success of the 
clinic service is regularity of attendance 
by a satisfied clientele; the goal, of 
course, improved health. Certain fun- 
damental elements must pervade the 
scheme of management of the patient 
throughout the cycle, namely: courtesy, 
interest, privacy, and individual atten- 
tion. 
ADMISSION TO THE CLINIC 


This step covers the facilities for giv 
ing out information, registration, pay- 
ment of fees, and guidance to the clinic. 
And, since with admission to clinic, the 
new patient is receiving very important 
impressions which largely determine his 
degree of codperation later, it is impor- 
tant that each of these steps be handled 
by properly qualified personnel. In most 
instances the first two steps should be 
handled by individuals who understand 
the psychology of both well and sick 
people, who can take the mass of inti- 
mate and detailed information the client 
pours forth—partly voluntarily, partly 
elicited from him by a skilled question- 
er—and can pass a trained judgment 
upon what needs to be done with this 
individual in the light of the service the 
clinic renders. In most instances the 


Report of Cemmittee on Dispensary Develop- 


ment of United Hospital Fund of New York, 1927. 


**Conferences and classes are terms used to describe groups not under the supervision of a 


physician. 


*We hope to be able to publish soon an article on management and time-saving methods in 


one-nurse clinics and conferences and the use of volunteer service in these. 


The Editors. 


[31] 








Ce ee 


TTS 


Pago 


—, 
tee 


ae 


nary 





32 PUBLIC HEALTH NURSING 


workers of choice at these stations are 
nurse-social workers. The other steps 
may usually be taken care of by less 
expert persons. 


CARE OF THE PATIENT IN CLINIC 


First, consider the material equip- 
ment. Is the space for waiting and ex- 
amining patients adequate? Nothing 
can do more to produce confusion than 
inadequate space. Study the existing 
space with a view to its most effective 
utilization. Route patients through the 
clinic in the order of the steps in pro- 
cedure of their care. Avoid crossing of 
paths. Cut out a new door if necessary, 
so that exits need not interfere with en- 
trances. Work out sufficient dressing- 
room space so that the use of an exam- 
ining room need not be held up while a 
patient dresses. 

Have adequate equipment—sufficient 
seats, tables, scales, linen or substitutes, 
dressing-sets, sphygmomanometers, syr- 
inges, etc. There is no real economy 
effected by having to wait for equip- 
ment before the doctor can pass on to 
the next case. 

Have instructions which are repeated 
frequently, printed and ready to hand 
out. Sets of instructions for the ex- 
pectant mother, certain routine care of 
the baby, lists of needed supplies, 
routine treatments as for impetigo or 
scabies, and many other items can be so 
handled. This does not do away with 
the necessity and importance of the 
nurse going over the _ instructions 
verbally with the patient, but it does 
obviate taking time at a busy moment 
to write them out, with the possibility 
that the patient does not get them at all. 

Personnel: Doctors, of course, there 
must be—doctors who arrive on time 
and who do not frequently send sub- 
stitutes. The clinic management proper 
should be in charge of a graduate nurse, 
with assistants as necessary. Through 
the head nurse’s hands should pass the 
patient’s records and past the nurse 
should go the patient in her path to the 


doctor, and again on her way out of 
clinic. This point I wish to emphasize, 
because I believe that it is the one above 
all others that contributes most toward 
accomplishing satisfactory clinic results. 
The nurse engineers the care of the pa- 
tient in such a way that she initiates 
much of the care needed on each visit 
and has the important data ready by 
the time the patient reaches the doctor. 
She understands the patient’s problems 
and by anticipating them, clears them 
up before the patient departs for home. 

For clinic assistants in a large clinic, 
there is no more admirable group than 
student nurses. They bring to the 
handling of the patient an understanding 
point of view and_ professional skill 
nearly equal to that of the graduate 
nurse. The students receive in turn, if 
properly directed and supervised, a prac- 
tical experience which can be made to 
supplement theoretical instruction in 
sociology, the social aspects of health 
and disease, and public health. There 
are encouraging signs that in the future 
the preparation of the student nurse will 
be broadened sufficiently to make up her 
lack of social-mindedness and fit her 
better for clinic work.* 

Another group not to be overlooked as 
clinic assistants are the volunteers. 
Study the clinic needs and consider 
every point at which such helpers may 
be placed to help render more satisfac- 
tory and efficient service. Perhaps a 
volunteer may act as hostess at the door, 
perhaps at the weighing scales, at the 
file cases, perhaps as messenger or as 
guide or as secretary to record dictated 
data, to assist children to undress and 
dress, to answer the telephone. They 
may take charge of mailing appoint- 
ments to lapsed cases as selected by the 
nurse; they may keep the appointment 
book. It is the interpretation placed 
upon the job the worker performs that 
determines the type of worker rather 
than the ability to perform certain acts. 
Thus, any number of people may be able 
to spell and write the notes the doctor 


*See “Social Work in Hospitals,” Ida Cannon, 1923, Chapter II. 
“Clinics, Hospitals, and Health Centers,” Michael Davis, 1927, Chapter XIV. 
Report of Committee on Nursing Education, Pages 330 and following. 
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dictates, but, practically, only a nurse 
is qualified to interpret the dictation 
and suggest the supplementary data to 
the patient, so that the idea which the 
doctor wishes to convey is interpreted 
correctly and registers with the patient. 

Volunteer assistants should be care- 
fully selected with a view to the post 
they are to fill, carefully instructed and 
carefully supervised, in justice to them 
and to the type of service they are ex- 
pected to render. They should be con- 
sidered as permanent assistants, wear 
smocks, Hoover aprons, or uniforms of 
some sort, and should be responsible to 
a designated member of the nursing 
staff. 

DISMISSAL OF PATIENT FROM CLINIC 

AT END OF VISIT 

As I have said, the patient on her 
way out should always pass the central 
desk where the head nurse waits for her 
closing interview. 

“Mrs. Jones, how did the doctor find 
you today?” 

“I don't know. 
thing.” 

“When does he wish you to return?”’ 

“He didn’t tell me.” 

Common failings these! Failure to 
give the patient information about her- 
self and failure to indicate to her what 
to do about returning. So frequently 
does this situation arise, that it is well 
to instruct the patient on sending her 
in to the doctor: ““When the doctor has 
finished his examination, ask him how 
he found you.” Naturally if the pa- 
tient does not get this information, the 
nurse must obtain it for her. 

“The doctor found you very well to- 
day. Let us see you again a year from 
now. That will be next November, 
1933, just before Thanksgiving.” And 
then proceed to explain the importance 
of the annual health examination. 

Another patient comes to the nurse’s 
desk— 

“Mrs. Smith, what does the doctor 
want you to do?” 

“He gave me these two prescriptions 
and told me to buy an Ace bandage for 
my leg. He told me to lie down thirty 
minutes morning and afternoon.” 


He didn’t say any- 


The nurse discovers whether the pa- 
tient has the means wherewith to pur- 
chase the drugs and bandage and ques- 
tions her sufficiently concerning the 
home situation to discover how possible 
it will be for her to take the recom- 
mended rest. She instructs her about 
elevation of the limbs. Perhaps she 
refers the case to the special social 
worker associated with the clinic, to the 
Family Welfare Association of the com- 
munity, or to whatever agency is indi- 
cated. She makes arrangements to have 
the application of the bandage demon- 
strated, or demonstrates it herself if the 
material is readily available. 

“When does the doctor wish to see 
you again?” 

“In two weeks.” 

“That will be Friday, December 12th, 
at 9:30 A.M. Can you return then?” 

“IT guess not. The children will be 
at school and there will be no one to 
stay with Baby.” 

The nurse adjusts the date and hands 
her a written memorandum of it. An- 
other common failing is noted in this 
instance: Even when the doctor is care- 
ful to state a return date and the pa- 
tient knows she is not able to keep it, 
she says nothing, but fails to return. 
She is confused or perhaps does not 
know what other day to substitute. It 
is to be noted further that in fixing the 
return date there were three registra- 
tions of it—one in the patient’s reply to 
the nurse’s first question, a second in 
the nurse’s repetition of it in definite 
terms, a third in the written appoint- 
ment. 

There is probably no point from 
which incompleted service or expensive 
follow-up visits result more frequently 
than just this simple one of making sure 
that the patient knows that she is to 
return, when and why. The competent 
management of all such details becomes 
evident ultimately in the number of sat- 
isfied patients, economy of health serv- 
ice, and improved community health. 
Probably over fifty per cent of the home 
visiting that is done to complete a piece 
of clinic care could be accomplished 
directly within the clinic if the clinic 
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procedure were so designed under the 
management of well prepared people. 
This truth is no less applicable to the 
health teaching phase of the work. 


USING THE OPPORTUNITY TO TEACH 
HEALTH 


Personal hygiene, dietetic advice, pre- 
ventive information can very well be 
taught as a part of any clinic program 
by providing qualified nurses and a 
quiet, orderly atmosphere in which to 
work. Exhibit material is of inestimable 
value in helping to put across such a 
teaching program. The baby’s layette 
can be nicely taught with the aid of a 
clinic exhibit, so, also, can much that 
constitutes preparation for a home de 
livery, posture management, diabetic 
regime, etc. Many clinics are utilizing 
the waiting room and time for health 
demonstrations and talks. Also, it is 
possible to save much of the time now 
spent by public health nurses in going 
to homes for specimens or reading Von 
Pirquet tests by arranging directly with 
the patient for a larger degree of codp- 
eration. Members of the family can 
often see that requested specimens get 
to the designated laboratory, and often 
the patient can return for a Von Pirquet 
reading. Heretofore the clinic worker 
has said all too readily, “The nurse will 
call to look at your arm.” 


FOLLOW-UP 


For the remainder of the follow-up, 
let the nurse after careful reading of the 
patient’s records, decide whether or not 
a postcard, a telephone call, an informal 
note, or a home visit is needed, or no 
follow-up at all. The decision more 
often rests upon personal knowledge of 
the case than upon impersonal data. As 
a general principle, matters of health 
are of too personal a nature to make the 
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use of postcards advisable. However, in 
these days of three-cent postage it may 
be deemed advisable to return to the use 
of a carefully worded postcard. It must 
be remembered, however, that three 
cents for a letter, when it can be expect- 
ed to effect a return clinic visit, is 
cheaper than making a home visit. 

In the foregoing discussion of clinic 
management directed toward a larger 
and more effective health service, | have 
tried to bring out the folowing points: 

1.Study the existing situation and 
then make a plan to meet the need. 

.Consider the process of admission 
the most vitally important single 
step that happens to the patient. 

. Provide adequate space and equip- 
ment. 

. Consider qualified personnel more 
important than elaborate set-up. 

. Secure doctors who attend regularly 
and on time. 

. Place each clinic under the direct 
supervision of a_ socially-minded 
nurse. 

. Recognize in the student nurse a 
valuable assistant. 

s. Study the use of volunteers, under 
direction, to provide necessary ad- 
ditional personnel. 

. Make sure that the patient’s ad- 
mission to and dismissal from the 
clinic are checked by the nurse in 
charge, so that all questionable 
points are cleared up before the pa- 
tient’s departure from clinic. 

. Be specific as to return appoint- 
ments and directions. Repeat 
dates and hours. 

11. Organize the clinic to do health 
teaching, thereby conserving time 
and resources. 

12. Fit the method of follow-up to the 
individual need. 
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The Nurse’s Contribution to the Control of 
Syphilis and Gonorrhea’ 


By EVANGELINE H. MORRIS, R.N. 


LMOST a year ago, Dr. Albert 
Keidel of Johns Hopkins Univer- 
sity, speaking before the American 

Dermatological Association, stated that 
“of all the various methods for the con- 
trol of syphilis to the physician 
only one is of great practical importance. 
Prophylaxis, education, repression of 
prostitution, and kindred methods play, 
or can be made to play, a valuable role 
in diminishing the incidence of fresh in- 
fections. But for the physician, the im- 
portant thing is treatment. If it were 
possible promptly to arrive at a diag- 
nosis in all patients with infectious 
syphilis and immediately to institute 
prompt treatment, syphilis would be- 
come an almost negligible public health 
problem.” To this statement we may 
safely add that under the same circum- 
stances gonorrhea would also lose many 
of its menacing features. 

Without wishing to minimize the 
worth of those measures, involved either 
in educational or repressive efforts, I 
feel that it may be more valuable for us 
to consider the more tangible aspects of 
this problem and to consider what part 
we may play in securing for those of our 
patients who are suffering from gonor- 
rhea or syphilis the prompt diagnosis 
and adequate treatment of these infec- 
tions. 


OPPORTUNITY 


Let us consider the special oppor- 
tunity offered in our daily rounds. It 
may be conservatively estimated that a 
public health nurse knows 500 families 
during each year. (I use the word 
“knows” instead of ‘‘contacts” advised- 
ly, since it is far more descriptive of 
the process.) Of course this number is 
much larger for nurses engaged in ex- 


tensive child welfare programs. A 
wealth of information is available for 
the nurse, without any directed or spe- 
cialized effort to secure this information. 
She knows her district, she has definite 
knowledge concerning the mode of living 
in her families, her records contain in- 
formation concerning the family income, 
history of disease or defect, obstetrical 
career of the mother, and above all a 
good nurse is sensitive to family rela- 
tionships. Perhaps no one except the 
family doctor enjoys to the same degree 
this privilege of sharing the family’s ex- 
periences and difficulties and thus help- 
ing in their solution. 


FITNESS AND ATTITUDES 


What 


This then is the opportunity. 
of our ability or fitness to cope with the 


task? Nothing of course will take the 
place of a fund of scientific information, 
devoid of that sentimentality and emo- 
tionalism which all too often have crept 
in to ruin the dignity and confuse the 
issues of the problem. To speak of a 
syphilitic or gonorrheal infection with 
an implied sine qua non of immorality 
is synonymous with an admission of ig- 
norance of facts—such facts as those re- 
vealed in the recent statistical tables of 
Massachusetts showing that at least one- 
third of all such infections have no 
moral significance whatsoever. 
Unfortunate experiences in the past 
may shed a high color over present situ- 
ations. The head nurse who conveyed 
to the young student nurse through a 
mysterious whisper that Mr. Brown in 
the third bed on the left had a venereal 
disease, left the impression that here in- 
deed was an unwholesome situation; 
that the isolation technique which had 
given adequate protection to this student 


*Presented at the meeting of the Massachusetts Organization for Pub'ic Health Nursing 


held in Boston in October, 1932. 
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while she was working with communi- 
cable cases of scarlet fever, diphtheria 
and meningitis would now be probably 
of little avail, and this in the face of the 
fact that the patient in question was a 
non-infectious case of syphilis of the 
central nervous system. 


We may then assume that sound con- 
cepts will be the basis for an intelligent 
attitude. To that nurse whose condi- 
tioning has been such that she experi- 
ences difficulty in bringing a dispas- 
sionate point of view to bear on this 
problem, I would say read Stokes’ 
Dermatology and _ Syphilology — for 
Nurses,* get hold of some of Fournier’s 
work on congenital children, compre- 
hend the age and historical significance 
of syphilis by studying the reports of 
archeological investigations based on 
pre-Columbian findings—and if you 


would like some delightful humor, con- 
sider the life and efforts of Paul Ehr- 
lich—but above all familiarize yourself 
with the material in Dr. and Mrs. Solo- 
mon’s book, Syphilis of the Innocent.** 


To return to the problem of securing 
this scientific background of knowledge, 
which, after all, is a prerequisite for any 
procedure, we must admit that at the 
present time the schools of nursing place 
very little emphasis on the importance 
of this subject. This leaves to the pub- 
lic health nursing course the burden of 
the educational process and places on 
the various nursing organizations the 
responsibility for actually fitting the 
nurse for her work in this particular 
field. This situation is not, however, as 
discouraging as it sounds since, after all, 
it is exactly the thing that happens in 
the other specialized fields. What does 
the young graduate nurse know of the 
manifold phases of prenatal work, of 
family nutrition, of the various activi- 
ties involved in mental health teaching? 
Yet, following a comparatively _ brief 
period of intensive training and field 
supervision, she carries an important 
part of the educational program built on 
these subjects, and so, too, she may 


HEALTH NURSING 


function most ably in that first step 
which we claim as our goal in all com- 
municable diseases—the securing of a 
prompt diagnosis for the infected. 


CASE FINDING 

And now we may consider that most 
important function of the public health 
nurse—case finding. Let us consider 
three cases which illustrate the impor- 
tance of early diagnosis. 

A nurse making a third week visit in 
one of her families discovered that the 
baby had a faint rash. It was not in the 
least like the text-book picture of a 
syphilitic rash in the newborn and, 
moreover, the record stated that the 
mother had been under treatment for 
several years and that the three children 
born during this period were all non- 
syphilitic. Nevertheless, the nurse com- 
municated her findings to the skin clinic 
and was told that the baby need not 
come in for examination until a later 
date. Still, she did not feel justified in 
letting the matter slide and a second 
visit, made two days later, found the 
baby with a frank case of snuffles, and 
that same day the skin clinic made a 
diagnosis of infectious hereditary syphi- 
lis. The two little sisters and the 
brother who had escaped the hazards of 
hereditary infection might readily have 
acquired syphilis had the baby remained 
untreated in his home. 

While caring for a mother with a car- 
diac condition, the nurse observed that 
the young fourteen-year-old daughter 
was obviously unhappy. Good nursing 
and successful contacts go hand in hand 
and finally the girl came to the nurse 
with a long tale of indiscretions and a 
series of physical symptoms suggestive 
of a Neisserian infection. It was a deli- 
cate matter to spare the sick mother 
some of the details, steer the patient to 
clinic, teach isolation in the home, while 
providing adequate nursing care for both 
patients. A rich reward followed in the 
realization that the disease was taken in 
time and is responding well to treat- 
ment. 


*W. B. Saunders Company, Philadelphia, Pa. 

**Solomon, H. C., and Solomon, Maida H., Syphilis of the Innocent. 
mental Social Hygiene Board, Washington, D. C., 1922. 
in the large public libraries. 
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This is out of print, but may be found 
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A prenatal known to be _ syphilitic 
stated to the nurse that she would not re- 
turn to clinic for treatment since she was 
quite convinced that the previous treat- 
ment—two injections of arsphenamine 
during her first pregnancy—had_ been 
responsible for the baby’s death. How 
difficult to persuade that woman that 
the first baby died not because of the 
treatment but rather as a result of in- 
adequate therapy! There was language 
difficulty to complicate matters and the 
nurse was working under the pressure of 
time, the patient being then four months 
pregnant. Finally, other efforts failing, 
we brought the patient a chart showing 
what happens to babies when the moth- 
ers remain untreated. We do not know 
that this device was the ultimate cause 
of success, but we do know that the pa- 
tient returned to clinic and resumed 
treatment the following week. She has 
remained under care and there is sound 
reason to believe that this baby will have 
a fair chance of starting his life un- 
handicapped by disease. 

SPECIAL GROUPS 


Alertness, which makes possible our 
case finding activities, should permeate 


At the same time certain 
selected groups will merit additional 
effort. Prenatal patients with a certain 
type of obstetrical history, which we 
have previously referred to as being in 
our possession, should at once claim our 
attention. Infants who fail to gain, who 
are fretful and show signs of a persistent 
coryza, must be promptly given the 
benefit of a careful physical examina- 
tion. Older children with eye trouble, 
with progressive deafness, with defective 
and malformed secondary teeth, are 
showing diagnostic signs of great sig- 
nificance. It might be well to remember 
in this connection that the child who 
appears in the eye clinic with a well de- 
veloped case of interstitial keratitis 
could have been spared much suffering 
and possible loss of vision had a diag- 
nosis of congenital syphilis been made 
with an appearance of the first symp- 
toms. Any female patient with a his- 
tory of vaginal discharge is entitled to 
an examination to rule out the presence 


all our work. 


SYPHILIS AND 


GONORRHEA 37 


of the 
factor. 


gonococcus as the causative 


TANGIBLE EFFORTS 


Let us now consider the definite and 
tangible features of the work which must 
naturally fall to us: The responsibility 
of giving to the clinic or to the physi- 
cian a picture of the patient’s environ- 
ment as it affects his ability to remain 
under care; a second responsibility of 
conveying to the patient an honest im- 
pression of what he may expect from 
the clinic. It will be increasingly im 
portant this winter to use excellent judg- 
ment in steering patients on the basis 
of their financial status. A study of the 
cost of treating syphilis, recently com- 
pleted by Dr. Bromberg and Dr. Davis, 
brings forcibly to mind the fact that 
only twenty per cent of the population 
can afford therapy at private rates, fifty 
per cent can pay clinic fees, and thirty 
per cent will require free care. 

Case holding, unless we are clinic 
workers, does not rest directly on us, 
but as we re-enter our families with our 
various nursing services, let us be care- 
ful to check on the progress in treat- 
ment. In San Francisco the social hy- 
giene clinic treating both syphilis and 
gonorrhea loses approximately one-half 
of its case load each year and estimates 
that only one-fifth of the infectious cases 
receive sufficient treatment to render 
them non-infectious. We do not need 
to go so far from home to find compar- 
able situations. 

In closing I would like to call your 
attention again to the opportunity, to 
your fitness to cope with the problem, 
to the importance of a sound back- 
ground of information, to the value of 
case finding, and, above all, to the fact 
that syphilis and gonorrhea are essen- 
tially problems involving the whole 
family and that public health nurses, 
more than any other group, constantly 
meet these problems. Miss Gardner 
states: “It is difficult to avoid on the 
one hand undue discouragement, on the 
other hand, that easy satisfaction with 
partial accomplishment which is_ the 
death of better things.” Let us avoid 
both smugness and profound despair. 
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Hospital Mothers’ Classes 


* . ‘an Weed . 
A Demonstration in Cooperation 


By HOPE NEWELL, R.N. 


IVE years ago, the Maternity Cen- 

ter Association of Brooklyn, N. Y., 

embarked upon the novel venture of 
instituting mothers’ classes in connec- 
tion with the prenatal clinic of the 
Methodist Episcopal Hospital. The ob- 
ject of this affiliation was to afford the 
Maternity Center Association a greater 
opportunity for giving service through 
its educational program to the hospital 
clinic patients, who it was felt would 
benefit by more detailed instruction. 
This venture proved so successful that 
in the following year similar classes were 
begun in two other Brooklyn hospitals 
one a large city hospital. 

As an experiment in cooperation be- 
tween a hospital and a public health 
nursing organization, these affiliations 
have succeeded beyond all expectations. 
Because of the excellent foundation that 
was laid in the early days, the work has 
expanded as rapidly as the association’s 
staff, personnel, and finances would per- 
mit.* Today, these classes have become 
an integral part of the prenatal clinics 
of Brooklyn’s four city hospitals and of 
two private institutions. The hospitals 
which have taken advantage of the 
service besides the Methodist, are the 
Norwegian, Greenpoint, Coney Island, 
Cumberland, and Kings County hospi- 
tals. During 1930-31 there were affilia- 
tions with eight hospital clinics. 

Without having studied this program, 
any nurse experienced in mothers’ class 
work might doubt the practicability of 
such an enterprise. Mothers’ classes 
have been rather definitely associated 
with the intimate, homelike setting of a 
field center office, and long experience 
has taught us that it is the social con- 


tact as well as any deep-felt need for 
prenatal care that attracts the mothers. 
It is not easy to visualize such an under- 
taking thriving, particularly in the 
casual atmosphere of a busy city hos- 
pital clinic. 

Even when given statistics showing 
that the class attendance at these six 
hospitals averages well over seventy-five 
per cent of the total clinic attendance, 
one might conclude—which is not the 
case—that the mothers accepted the 
classes as something inflicted from above 
and that they came because they could 
not get out of it. Of course, attendance 
is something, and an average of 46 
mothers at one meeting would gladden 
the heart of any mothers’ class worker, 
but after all, the true test of a success- 
ful mothers’ club is not how many 
mothers attend, but how much do they 
take away with them. ; 


THESE CLASSES ARE DIFFERENT ! 


A close survey of the program as it is 
carried on in these six hospitals leads 
one to renounce many preconceived no- 
tions on the subject. In the first place, 
the mothers do come voluntarily. They 
not only attend on their regular clinic 
day, but many of them return between 
clinic dates just to come to class. Even 
the inconvenience of dispensary hours 
does not seem to discourage them. The 
mothers’ class always immediately pre- 
cedes the clinic visit, which means that 
one finds classes thriving at such in- 
auspicious hours as 8:30 A.M. or 12:30 
P.M. 

It is only necessary to visit a class at 
any one of the hospitals to be convinced 
that the patients attend because they 


*For a full account of the first year’s work, see THe Pustic HeattH Nurse for December, 
1923; Prenatal Classes in Hospital Clinics by Ruth B. Wood, R.N., former director of the 


Ce.ter. 
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are really interested. In spite of the 
large classes, the talks are most informal 
and one cannot help being impressed by 
the willingness of the group to partici- 
pate. The mothers not only seem eager 
to answer questions, but do not hesitate 
to interrupt the nurse if there is any 
point that they do not understand or 
with which they do not agree. As was 
mentioned before, many of them attend 
once a week whether they are due at the 
clinic or not. When there is an espe- 
cially interesting class, as ‘‘The Demon- 
stration of the Baby’s Bath,” it is quite 
usual to find the mothers repeating the 
lesson in order to check up on some im- 
portant point. As one alert young ma- 
tron put it, “I took the course twice 
with my first baby, but I say you can 
always learn something new.” 

After the class, the Maternity Center 
nurse remains during the clinic period, 
and is available for individual confer- 


ences. The patients consult her freely 
about their personal problems, and 
many difficulties in regard to diet, 
finances, etc., are cleared up. Obvi- 


ously, the close association of the Ma 
ternity Center with both the Social 
Service and the clinic personnel, is a 
distinct advantage in solving these prob- 
lems. 


OBSERVING RESULTS 


In April, 1931, a home visiting service 
was begun in connection with the pro- 
gram at the Cumberland Hospital. This 
home visit service, during the prenatal 
period, alternates with the patient’s visit 
to the clinic. After delivery and her 
discharge from the hospital, she is vis- 
ited for six weeks or until she has re- 
turned to the clinic for her postpartum 
examination and the baby is registered 
at the Well Baby Clinic. Before this 
time the nurses were not in actual touch 
with the home situation of the clinic 
patients, but they have had ample evi- 
dence of the effectiveness of their teach- 
ing. As to the results of the instruction 
on prenatal care, we may quote the 
Chief of Obstetrical Service of one of 
these hospitals who affirms that since 
the affiliation with the Maternity Center 
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Association, easier deliveries, and small- 
er, healthier babies have definitely in- 
creased. This he attributes to the 
mothers’ increased understanding and 
practice of the hygiene of pregnancy. 

In each hospital with which the Ma- 
ternity Center Association has affiliated, 
the prenatal clinic attendance increased 
appreciably within the first year. This 
increase is particularly significant in the 
city hospitals whose patients are drawn 
more or less from the uneducated 
groups. It is felt by these institutions 
that the Maternity Center nurses, with 
their intimate knowledge of the clinic 
mothers’ background, have done much 
to overcome the common antipathy to 
hospitals which exists among the ig- 
norant and the foreign born. 

The attitude of the department stores 
perhaps best indicates the success of the 
classes on “Baby’s Clothes” and 
“Baby’s Supplies.” Because of the 
large numbers of mothers who have 
asked for the clothing and equipment 
sponsored by the Maternity Center As 
sociation, two of Brooklyn’s large de- 
partment stores have installed a special 
department carrying a complete line of 
these articles. The saleswomen have 
been carefully instructed in regard to 
the advantages of each article. At pres- 
ent, one other store is planning to install 
the infants’ clothes and supplies spon- 
sored by the Maternity Center Associa- 
tion. 


INCLUDING FATHER 


Another phenomenon of which the 
Maternity Center is proud is the num- 
ber of fathers who attend the classes. 
The staff has been quick to recognize the 
possibilities of this development and is 
making every effort to encourage it. The 
hospital classes consist of a series of 
seven talks. A printed diploma is pre- 
sented to each mother who completes the 
course. It is always a gratifying expe- 
rience when one of these expectant 
fathers receives a diploma certifying 
that Mr. So-and-So has completed the 
classes and by his interest and regular 
attendance has helped to make them a 
success. 
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STUDENT EXPERIENCE 


In the hospitals which maintain 
schools of nursing, the mothers’ classes 
are required as part of the student 
nurses’ course in obstetrics. From an 
educational standpoint, this is perhaps 
the most interesting feature of the Ma- 
ternity Center Association affiliation. A 
definite course including observation, 
discussion, and practice has been worked 
out. The students observe an entire 
series of talks after which each of them 
in turn conducts a class. 

Before enrollment in the course, each 
group of students hears an introductory 
lecture given by the Director or Super- 
visor of the Maternity Center Associa- 
tion. This includes a brief summary 
of public health nursing and the objec- 
tives toward which the Maternity Center 
Association and the hospital are striving. 

Arrangements are made for postgrad- 
uate students and visitors from other 
agencies to observe the hospital class 
and field service. During the first half 
of this year, 96 individuals representing 
12 other organizations observed the 
In many instances, the com- 


classes. 
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The Mothers’ Class in the Hospital Clinic 







plete series of talks is considered so 
valuable as a course in maternal welfare 
that codperating agencies arrange for 
their workers to observe the seven 
classes. 


A SUCCESSFUL YEAR 


The Maternity Center nursing staff 
consists of a director, one supervisor, 
and five staff nurses. During the past 
year, 4,330 home visits were made to 
prenatal, postpartum, and infant cases 
registered at the Cumberland Hospital. 
The total attendance at the hospital 
classes, including mothers, fathers, vis- 
itors, and student nurses, was 30,402 
(25,511 represents the mothers’ attend- 
ance). Many of these mothers could 
not have been reached in any other way, 
and although group instruction cannot 
take the place of home visiting, it is felt 
that by this affiliation, a step in the 
right direction has been taken in mater- 
nal welfare, in that a public health nurs- 
ing organization and six prominent hos- 
pitals are working side by side to safe- 
guard the lives of Brooklyn’s mothers 
and babies. 
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FTER five months’ experience in 

A the social case work field, I feel 

that it would be interesting to look 

back and consider what the term ‘Social 

Case Work” means to me now, as com- 

pared with what it meant a few months 
ago. 

In my public health nursing work, I 
had found it necessary frequently to 
refer families to social agencies for treat- 
ment. The social agency, I felt, was a 
place where people were sent who needed 
financial aid. I was much upset on 
many occasions to return to the family 
and find that a worker from the agency 
had not called and set things to rights 
in my families. Needless to say, every 
agency was staggering under the case 
load of the depression years and when 
I think of the number of “‘cases” that I, 
one lone worker, saw fit to refer ! 

On my first morning in the social 
work field, I visited a case work agency 
with reference to the S. family (my first 
assignment) and was told by the worker 
that I might read the agency’s record of 
the case. I was rather surprised to find 
a long case history which recorded not 
only what people did and said, but the 
worker’s effort to interpret the motive 
for her clients’ actions and behavior. 
I felt that for some reason or other the 
S. family must have been something 
special or been written up for some case 
conference. But Miss F., the supervisor, 
informed me that all cases “under treat- 
ment” by them were handled in this 
manner and a detailed case history of 
this type was kept. This was. sur- 
prising. 

Nor did I quite understand why the 
S. case was “closed” when the family 
was still in need of financial aid. Miss 
F. explained that since nothing con- 
structive had been accomplished with 
the family over a period of two years, 
the agency felt that time and money 
could be expended to better advantage 
elsewhere. I accepted this with some 
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reservations. The supervisor, realizing 
my confusion, continued: “After all, 
why shouldn’t a social agency have 
something to say about the cases it can 
accept or refuse? A tuberculosis clinic 
does not accept nose and throat cases, 
nor vice versa. A social agency might 
feel that it was qualified to treat special 
types of cases.” 

Yes, that did seem logical. But—and 
here’s where “The Nurse’s Experience 
in Social Case Work” comes in—what 
was to be treated in the S. case, if not 
Mr. S.’s epilepsy and the children’s mal- 
nutrition? Surely these required money 
for treatment. 

The public health nurse, I think, feels 
that her first responsibility to a family 
is to look after everybody’s health. No 
matter what the complication or unad- 
justment, she is likely to concentrate on 
Johnnie’s tonsils or the baby’s cod liver 
oil. She will always recognize health 
problems first, and after all, there usu- 
ally are health problems! However, I 
have learned from my social work ex- 
perience that although the health and 
economic aspects are both major prob- 
lems to be treated by the case worker, 
there is another aspect where one may 
look for the underlying cause of health 
and economic problems—the field of 
Mental Hygiene. 

I found that it was not an easy thing 
to persuade the S. family to accept insti- 
tutional treatment for Mr. S.’s epilepsy. 
There were barriers of superstition and 
racial prejudices against hospitals to be 
removed. Mrs. S.’s low level of intelli- 
gence had to be taken into account in 
considering plans to remedy the chil- 
dren’s malnutrition. In working with 
this family, and with all my Italian 
families, | came to know a great deal 
about the customs and characteristics of 
the Italian people and of the significance 
to be attached to racial factors in any 
foreign group. 

I could not help remembering a case 
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I had had a few years ago, which I had 
used in writing up for a case conference. 
It was an Italian family of the higher 
type. Three daughters had died, one 
after another, of pulmonary tubercu- 
losis and the father and mother had been 
obstinate in their refusal of hospital or 
sanatorium treatment for the children. 
I remember especially the mother en- 
treating the nurse not to call, as she felt 
that it was bringing the family bad luck 
and some one else would be sure to get 
sick and die. I think I would find it 
revealing to look over that case history 
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again. I feel quite sure that it would 
be merely a record of “happenings” in 
the order of their occurrence with little 
effort on the nurse’s part to look for an 
explanation or motive for the parents’ 
behavior responses. 

As a result of this case work experi- 
ence, I believe that in the future when 
my work brings me in contact with 
social agencies, I will have a clearer 
understanding of what they are try- 
ing to do and not be hasty in my 
judgment of the decisions of social case 
workers. 


ae 


COOPERATING FOR HEALTH IN A RURAL COUNTY 


The nurse employed in rural school districts sometimes finds she must look 
for ways and means of providing medical care for children with physical defects 
as well as discovering these same defects and reporting them to parents. 

In Hunterdon County, New Jersey, one of our difficult problems has been to 
secure eye examinations for children with defective vision, since the eye clinics in 
surrounding counties are difficult of access, both because of distance and long 
waiting lists. And in the past year or more an increasing number of children 
needing this care have come from families unable to pay even the nominal clinic fee. 

The nursing committee considered this problem and felt that some provision 
should be made to meet the need. It was felt that if a clinic could be organized 
within the county, to serve the children of the 54 one-room schools and the schools 
in boroughs and small towns, that the various clubs and organizations would be 
interested in such welfare work and support it financially. A letter was sent from 
the committee telling of the need and asking for a contribution to care for at least 
one child, to each of the Granges, Women’s Clubs, Parent-Teacher Associations and 
to the Junior Red Cross. The response has been most gratifying. Even the 
Dairymen’s League, which had not been solicited, sent in a contribution when 
they heard of the work, stating they had this sum for welfare work and would 
like to give it to help the children. 

Arrangements have been made with a local oculist to hold a clinic in his office 
on Saturday mornings. Five children are brought in at a time and examined, and 
if glasses are recommended they are procured and these cases completed before 
others come in for examination. The parents contribute to the extent of their 
ability even if it is but a dollar. 

The publicity given to this work through the letters to difierent groups and 
through newspaper notices has also resulted in making parents and teachers more 
conscious of the need of protecting the sight of children, and more watchful of the 
symptoms which indicate poor vision. When it is reported that Johnnie who 
formerly had been retarded in much of his school work, is now, after being fitted 
with glasses, leading his class, we find that many prejudices concerning the wearing 
of glasses by children melt away before this proof of the practical value of pro- 
tection of vision. 

Ethel MacKenzie, Hunterdon County, N. J., Chapter, American Red Cross. 
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eee has been fitly called 
the “Fourth Great Plague,” for 

according to reliable figures it is 
afflicting at any given time ‘more per- 
sons than ever have been, or will be, 
the victims of cancer, tuberculosis, and 
syphilis combined.” 

This is a disease which ranks second 
to measles in prevalence and is reported 
six times as frequently as typhoid fever. 

Dr. Taliaferro Clark has given as 
the attack rate for gonorrhea 679,000 
new cases a year, for the country as a 
whole. As this is based on surveys of 
known cases under treatment, the esti- 
mate is only a minimum one. 

Although there are five times as many 
new cases among the male population 
as among the female, the real social sig- 
nificance of the disease lies in its preva- 
ience among women. The tremendous 
toll in suffering and even death from 
various complications following a_pri- 
mary infection cannot be estimated. At 
least forty per cent of the cases of ster- 
ility in women can be laid at the door 
of this disease and fifty per cent of all 
gynecological operations are a result of 
gonococcal infections. The disease in 
male patients is not, generally speak- 
ing, as serious as in the female, but 
with unskillful treatment severe compli- 
cations and sterility may occur. 

The fact that gonorrhea is a menace 
to individual health and efficiency and 
endemic in all communities is not 
widely understood. Indeed the fallacy 
persists that this disease is no more 
serious than a common cold and that it 
is after all confined to the vicious and 
outcast alone. 

Public health and other professional 
groups have in many instances failed to 
face the facts and accept the problem of 


controlling this communicable disease, 
both because of its unpleasant connota- 
tion, and the discouraging aspects of its 
treatment and cure. However, ignoring 
the situation will not help it, and until 
gonorrhea is put on the same basis as 
the other communicable diseases from 
the standpoint of education of the public 
in preventive measures, the establish- 
ment of easily available treatment cen- 
ters in all communities, the setting up 
of standards for diagnosis and treatment 
and definite criteria for cure, no real 
progress in its eradication can be made. 


CHARACTERISTICS OF THE GONOCOCCUS 


One writer has said that like the poor 
we have the gonorrheic with us always. 
In fact, this disease is as old as the 
human race, and man is its only reser- 


voir. Unlike the spirocheta pallida, the 
gonococcus will not thrive when inocu- 
lated into lower animals, and this fact 
has hindered research and prevented 
progress. 

The organism, an intracellular gram- 
negative diplococcus, was discovered by 
Neisser in 1879. Dr. P. S. Pelouze pro- 
tests against its name—gonococcus— 
which he says means a “berry-like or- 
ganism that produces an involuntary 
flow of semen.” He adds with finality, 
“It is not and it does not.” This or- 
ganism is differentiated from other cocci 
by its arrangement in pairs, its predilec- 
tion for very special culture media, its 
presence within the protoplasm of cells 
and its reaction to the gram stain. 

The gonococcus is a fragile anerobe. 
It abhors aridity, and is destroyed by 
mild disinfectants, soap and water. It 
is intolerant to any unsuitable media, 
and although it lives for some time on 
moist surfaces, it dies quickly when ex- 
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posed to sun and air. The organism 
thrives best upon columnar epithelial 
cells. Since this type of mucous mem- 
brane is found in the lining of the 
genito-urinary system, gonorrhea is 
chiefly confined to these areas. There 
is no natural immunity to this disease, 
but its virulence depends somewhat 
upon the individual’s physical condition. 
Modes of transmission include sexual 
and other intimate contacts. Chance 
infections in adults are comparatively 
rare, although occasionally the disease 
may be acquired by using contaminated 
articles. This statement does not apply 
to those cases acquired in childhood. 
Here accidental infections are the rule. 

The progress of a gonococcal infec- 
tion in the adult may be summarized as 
follows: a period of local inflammation, 
a period of extension through the genito- 
urinary tract, and possibly, later, a gen- 
eralized infection involving the joints, 
tendons, muscles, and rarely the heart. 
An important point to remember is that 
the gonococcus may live for years in the 
tissues of the human body in a latent 
state, only to become virulent and active 
again when transferred to the healthy 
tissues of another individual. This 
makes the disease treacherous and for- 
midable. 


EARLY SYMPTOMS OF INFECTION 


The period of incubation for gonor- 
rhea ranges from twelve hours to a 
week, the average time being from five 
to seven days. The urethral orifice is 
usually the primary point of infection. 
The first symptoms are those attending 
any local inflammation. There are red- 
ness, itching, burning and pain of the 
parts affected. The pain becomes in- 
tense on urination. These symptoms 
last two or three days and possibly by 
the fifth there is a discharge of mucus 
and pus, and the external genitalia be- 
come swollen. From this point of pri- 
mary infection the organisms may ex- 
tend into the uterus, fallopian tubes, 
ovaries, and even involve the peritoneal 
cavity in the female. In the male, an 
extension from the anterior urethra 
through the posterior urethra, the pros- 
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tate gland, the vas deferens, and finally 
the epididymis may occur. 

Gonorrhea causes sterility by occluding 
the fallopian tubes in women and block- 
ing the epididymis in men. The disease 
is more serious in women than men 
chiefly because of the anatomical struc- 
tures involved, and also because preg- 
nancy and the normal cycle of menstru- 
ation predispose the female to a vast 
extension of infection. When the dis- 
ease becomes generalized, any portion 
of the body may be invaded. However, 
the usual manifestation is a gonorrheal 
arthritis which is crippling and often 
resists the most vigorous and prolonged 
treatment. Gonorrheal endocarditis and 
general septicemia are grave but rare 
complications which, when they occur, 
usually result in death. 

In order to have any real understand- 
ing of the course of gonorrhea, it is nec- 
essary to be able to visualize the anat- 
omy of the urogenital structures in both 
sexes. Such a review is beyond the 
limits of this paper. Suffice it to say 
that the gonococcus progresses easily 
along the genito-urinary tract because 
of the continuity of columnar or transi- 
tional epithelium which is its favorite 
habitat. Also, it thrives in the deep 
glands of Bartholin, Skene, and Maboth 
in the female and in Cowper’s glands 
and other mucous pockets in the male. 
The organism does not live as a rule 
upon the surface of mucous membrane 
but penetrates the intracellular spaces 
into the submucosa, where it lies buried. 
This fact is significant from the stand- 
point of treatment. 


TREATMENT 


In the past, it was thought that the 
organism was killed by the use of certain 
antiseptics which were instilled into the 
genito-urinary tract. This led to the 
fallacy that the stronger the drug the 
sooner the cure. Such practice resulted 
in irreparable injuries. There is no drug 
that is a specific for the gonococcus as 
arsphenamine is for the spirocheta pal- 
lida. No drug has been found which 
will actually reach the organism in the 
submucosa. The purpose of treatment 
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is to cleanse and stimulate the tissues 
in order that they may be better able to 
fight the infection. Mucous membrane 
is extremely delicate and is easily in- 
flamed and traumatized by harsh meth- 
ods. It must be reiterated that mildness 
of solutions and extreme gentleness in 
administering them is one of the most 
important elements in the treatment of 
these cases and in the prevention of an 
upward extension of the infection. 

It would be only confusing to go into 
the details of treatment, and the drugs 
employed. Their name is legion and 
each has its advocates. Besides silver 
preparations, potassium permanganate, 
etc., diathermy and vaccines are being 
employed with increasing success if we 
can judge by reports. Destruction of 
the infected glands which are chronic 
foci of infection is accomplished by 
means of cauterization or incision. Also 
in severe complications, major opera- 
tions may be a last resort. 

Essentials in the early treatment of 
female patients are rest in bed, scrupu- 
lous cleanliness, and a bland diet. Irriga- 
tions of the external genitalia three or 
four times a day with hot normal saline, 
boric acid, or sogium bicarbonate, or hot 
sitz baths are used to allay inflammation 
and cleanse the parts. Douches are not 
given until after the acute stage of the 
disease is past. The treatment of the 
male patient is the same in principle— 
emphasis being placed on scrupulous 
cleanliness and the use of mild solutions 
for irrigating. For both sexes, ab- 
stinence from alcohol and sex activity 
are important. In the last analysis, 
however, our best ally for cure is an 
untraumatized mucous membrane, for 
here originates largely, if not solely, the 
curative processes which will eliminate 
the disease. 


MANIFESTATIONS OF THE DISEASE 


There are several other infections 
which cause symptoms similar to gonor- 
rhea and therefore a diagnosis of this 
disease can never be made safely until 
the gonococcus has been identified in 
the discharges of the patient. This is 


accomplished by special _ staining 
processes and use of the microscope. In 
chronic cases of gonorrhea when it is 
difficult to find the organism, a com- 
plement fixation test is used which is 
comparable to the Wassermann in meth- 
od but which has not yet reached its 
degree of accuracy. 

Gonorrhea like syphilis is a family 
disease and is one of the greatest ene- 
mies of childhood. As has been stated, 
it not only prevents life, but the pres- 
ence of the disease in the mother may 
result in an infection of the eyes of the 
newborn. Ophthalmia neonatorum* is, 
however, entirely preventable if a silver 
preparation is dropped into the eyes of 
the baby at birth. An unskillful irriga- 
tion of the eyes may give a false sense 
of security and result in a tragedy. 
Every portion of the conjunctival sac 
must be reached if the drug is to be 
effective. Observation of the baby’s 
eyes during the first two weeks of life 
is important and any discharge or in- 
flammation should receive careful atten- 
tion and suitable treatment whether it is 
due to the gonococcus or not. 

Another serious manifestation of gon- 
orrhea in children is vaginitis or vulvo- 
vaginitis in little girls and rarely ure- 
thritis in little boys. It is well to re- 
member that vaginitis may be caused by 
a number of organisms. In fact, one 
large clinic reports that at least fifty 
per cent of the vaginitis cases which it 
admits are caused by other organisms or 
etiological factors which in no way im- 
plicate the gonococcus. Lack of personal 
hygiene is one of the elements to con- 
sider in cases of non-specific origin. Dr. 
Brunet has estimated that five per cent 
of the children in poor communities have 
gonorrheal vulvovaginitis, but that this 
disease is comparatively negligible in the 
better sections. The reason for this dif- 
ference lies in bad housing, crowded 
sleeping quarters and poor hygiene. 

Little girls are very susceptible to 
chance infections because before the age 
of puberty the genitalia are poorly de- 
veloped, and protected only by columnar 
epithelium. After puberty, the cells 


*See article on this disease in Puntic HeattH Nursinc for December, 1932. 
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change to the squamous type, which is 
resistant to the gonococcus—hence the 
rarity of accidental infection in adults. 
The most frequent source of infection in 
children is found in some other members 
of the family. Children may acquire 
gonorrhea by sleeping with an infected 
individual, or through contaminated ar- 
ticles such as sheets, towels, toilet seats, 
etc. Teaching the importance of exam- 
ination of contacts is as much a part of 
the program for controlling this disease 
as is the actual cure of the patient. 
The first symptoms in the child are 
similar to those in the adult and, there- 
fore, need not be repeated. Fortunately, 
the disease rarely progresses beyond the 
cervix in children. It is, however, highly 
resistant and may take many months to 
cure. Numerous types of treatment are 
in vogue, from the conservative sitz bath 
and boric powder to the intensive use of 
douches and instillations. Whatever the 


method employed, it is necessary to 
demonstrate each step to the mother 
who may be giving care to the child be- 


tween the nurse’s visits. Especial em- 
phasis should be placed upon the need 
for extreme gentleness and patience in 
giving treatment, also the importance of 
the daily bath, clean clothes, an in- 
creased fluid intake and a nourishing 
diet. Plans should be worked out for 
the protection of other members of the 
family, and the mother or whoever is 
responsible for the patient should be 
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warned about possible eye involvement 
if scrupulous care is not maintained. 

The mental health of the child is a 
highly important consideration also. 
Much unhappiness could be avoided if 
this phase of the problem received the 
attention that it deserves. Feelings of 
inferiority, and a false sense of guilt 
may be developed which will be difficult 
to combat later and which may deeply 
affect the personality of the child. Often 
the mother has a highly emotional atti- 
tude toward the situation and only by a 
sane interpretation of facts can the nurse 
help her to a wholesome understanding 
of the problem. Everything should be 
done to keep the daily routine of the 
child as normal as possible. She should 
have outdoor recreation, indoor amuse- 
ment, and an opportunity to continue 
her studies when she is excluded from 
school. 

Public health nurses have an im- 
portant part to play in the control of 
gonorrhea as it affects the family, par 
ticularly when problems touch upon 
maternal and child welfare. Prerequi- 
sites to success include a wholesome at- 
titude, an understanding of the disease 

its ethical, personal, and social com- 
plications—skill in teaching, a thought- 
ful, kindly, tactful approach to those 
afflicted, and last but not least the 
ability to “work honestly and earnestly 
with other agencies engaged in relieving 
humanity of this great menace.” 


QUESTIONS FOR DISCUSSION 


What are some of the complications which may arise in a pregnant patient with a gono- 


coccal infection ? 


Report on an actual case history where vaginitis has been discovered in one of the children 


in the family. 


did you find in this family ? 


Discuss your contact with the family, plans for the care of the child in the 
home, and relationships with interested agencies 


What other health and social situations 


Had they any bearing upon the specific disease problem ? 
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MARY B. WILLEFORD, R.N., Ph.D., was 
born at Flatonia, Texas. She received her 
B.A. degree from the University of Texas in 
1920 and graduated from the Army School ot 
Nursing in 1925. She had her midwifery 
training at the General Lying-In Hospital in 
London in 1926. She obtained her M.A. and 
Ph.D. degrees from Columbia University, the 
latter in Educational Research in June, 1932. 
She has been staff nurse-midwife, supervisor, 
and assistant director—her present position 
with the Frontier Nursing Service. 


The winners of the second prize story, 
CHARLOTTE M. YOUNG, R.N., and FLOR 
ENCE E. McCLINCHEY, sent us the picture 
to illustrate their story. “Mrs. Pretouc” oblig 
ingly dressed up in her wedding dress tor our 
benefit. Miss Young is city nurse of Mt. 
Pleasant, Michigan, and on the staff of the 
Isabella County Health Unit. Miss McClin 
chey teaches English in the Central State 
Teachers College, Mt. Pleasant. 


T. PAUL HANEY, JR., M.D.—a son and 
grandson of physicians—finished medical 
school at the University of Virginia in 19206. 
Aiter interneship at the University of Virginia 
Hospital, he went directly into public health 
work, serving a period of three months with 
the Rockefeller Foundation Training Station 
for public health workers at Montgomery, 
Alabama, after which he served as full-time 
County Health Officer under the Mississippi 
Board of Health until September, 1930, when 
he entered the Johns Hopkins University 
School of Hygiene and Public Health. In 
1931 he became Director of the Pike County 
Health Department, his present position. 

Dr. Haney is secretary of the Pike County 
Medical Society, a member of the State Med- 
ical Society, Southern Medical Society, A.M.A., 
and A.P.H.A. 


TESSIE WILLIAMS is a graduate of the 
Pasadena Hospital Training School for Nurses 
and registered in California. She writes: 

“IT was sent to the Belgian Congo by the 
United Christian Missionary Society in 1922. 
During the seven years I was in Congo I was 
located at three different stations. Five years 
of that time it was necessary for me to take 
the responsibility of all the medical work in 
the station where I was located, the doctor 
being on furlough. My first furlough in 1925 
and ’26 I attended the School of Tropical 
Medicine in Brussels, which is now the Prince 
Leopold Institute of Tropical Medicine at 
Antwerp, Belgium. I have been interested for 
several years in trying to work out a health 
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education program for our mission § schools 
and this summer I had the privilege of taking 
a course in Health Education at the Univer 
sity of Hawaii.” 
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Welfare Division of 
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MAE D. McCORKLE was born in the State 
ef Washington, where she was graduated from 
the University of Washington and spent eight 
vears teaching in the elementary and _ se 
ondary schools of the State. In 1927 she 
graduated from the Yale School of Nursing, 
where as a student nurse she first received an 
appreciation of the contribution clinic service 
could make to community health. For the 
past three years, until September, 1932, she 
was in charge of the nursing service in the 
Dispensary associated with the University of 
Nebraska Medical School at Omaha. At pres- 
ent she is a student in the Department of 
Nursing Education at Teachers College, 
Columbia University 

MRS. EVANGELINE H. MORRIS is a 
graduate of Bishop’s University and the Yale 
School of Nursing. She was a principal of 
high school in Canada, 1921-24; studied psy 
chiatric nursing at Four Winds Sanatorium, 
Katonah, N. Y.; was a staff nurse, Commu 
nity Health Organization in Boston in 1927, 
a supervisor in 1928, and Social Hygiene 
Supervisor in 1929, her present position. 


HOPE NEWELL was graduated from the 
Jewish Hospital, Cincinnati, Ohio. She served 
one and a half years with the American Red 
Cross, active service with A.E.F. eight months. 
Positions since the war include that of staff 
nurse with the Oakland Visiting Nurse Asso- 
ciation, then with the Babies’ Hospital in Oak- 
land, California; staff nurse, Henry Street Vis- 
iting Nurse Service, East Harlem Nursing and 
Health Service, New York City, and Super 
visor, Maternity Center Association, Brook 
lyn, N. Y. 


KATHRYN A. LOUGHREY is a graduate 


of King’s County Hospital, Brooklyn, New 
York, and has been with the New York City 
Department of Health for the past five years. 
She is at present a part-time student at Teach- 
ers College, majoring in public health nursing, 
and was a student at the New York School 
of Social Work during the winter of 1931. 
Field experience in connection with social 
service was obtained at the East Harlem Nurs 
ing and Health Service. 
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NEW 1933 CERTIFICATES 


Because of the splendid response which the certificates of honor for 100 per 
cent nurse membership enrollment in the N.O.P.H.N. received from local organiza- 
tions throughout the country in 1932, the N.O.P.H.N. will again award the certifi- 
cates this year. The certificates are now being designed in a new color and will be 
ready for distribution in January. 

Every nursing agency in the country is eligible to qualify for the certificate, 
whether a visiting nurse association, a health department, part of a board of edu- 
cation, or an industrial nursing organization. Nor does the size of the staff— 
whether one nurse or one hundred—affect eligibility for the award. The only 
requirement is that every public health nurse in the organization must be an indi- 
vidual member of the N.O.P.H.N. in 1933. 

During 1932 certificates of honor were awarded to 535 nursing agencies. Many 
of them wrote to National Headquarters to say that once having attained 100 per 
cent membership they would never again be satisfied with anything less. We be- 
lieve that those letters expressed the thought of every organization which achieved 
that goal and it is our hope that this year not only those agencies, but every local 
organization in the country will be able to display the 100 per cent certificate. 

In addition to receiving the certificate, agencies which attain 100 per cent 
enrollment will be listed on the Honor Roll, published monthly in Pustic HEALTH 
NURSING. 

As soon as your agency is fully enrolled in the N.O.P.H.N. for 1933, even if 
you are the only public health nurse on the staff, be sure to notify National Head- 
quarters so you may be one of the first to receive the certificate of honor for the 
new year. 


ADDITIONS TO 1932 HONOR ROLL 
To the list of agencies holding 100 per cent nurse membership in the 
N.O.P.H.N. in 1932 should be added: 
COLORADO 
Nursing Staff, State Teachers’ College, Greeley. 
School Nursing Service, School Board, Johnstown 


WISCONSIN 
State Board of Health, Bureau of Public Health Nursing, Madison. 


JANUARY BOARD MEETINGS 


The annual meetings of the Boards of Directors of the three national nursing 
organizations will take place in New York City during the week cf January twenty- 
third. Meetings will be held at the Hotel New Yorker. The N.O.P.H.N. Board 
will meet January 25 and 26. 
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STUDENTS REGISTERED IN ACCREDITED COURSES 
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This year the number of institutions giving courses in public health nursing 
accredited by the N.O.P.H.N. has increased from 13 to 16, and all of the 16 insti- 
tutions have reported on the number of students registered. 


NUMBER OF STUDENTS REGISTERED IN ACCREDITED COURSES OF PUBLIC HEALTH 
NURSING AND NUMBER OF CERTIFICATES AND DEGREES GIVEN 
ACADEMIC YEAR 1931-1932 AND SUMMER SESSION 1932 


State Institution Year — ? = 2 Cert. and 
S 7 an == = Degrees given 
a 2 wt S =e 
os ( S os ¢ c B.S. or M.S. or 
— s _ = = rt B.A M.A 
Aggregate Registration 2026 L856 170 s 18 187 79 12 
Calf. Univ. of California Year 1951-1952 O7 v4 1 20 17 17 ) 
Dept of Hygiene 
Berkeley 
Mass. Simmons College Year 1951-1952 " 3 i oe) 15 10 
School of P. H. Nursing 
Boston 
Mich. University of Michigan Year 1951-1952 22 32 19 . 
Dept. of P. H. Nursing Summer Sessio n 47 17 17 
Ann Arbor 
College of the City of 
Detroit Year 1931-1952 54 454 2 452 2 1 
Dept. of Nursing Edue'n 
Detroit 
Minn. University of Minnesota Year 1931-1952 91 7 16 62 29 i) 
Dept. of P. H. Nursing Summer Session ” 99 i) 6 
Minneapolis 
Mo. Washington University Year 1931-1952 6 6 6 l 
School of Nursing Summer Session 15 15 11 4 
St. Louis 
N.Y Columbia University Year 1951-1952 412 412 114 208 22 8 
Teachers College Summer Session 130 10 130 
Dept. of Nursing Edue’n 
New York 
Fordham University Year 1951-1952 15600 136 6 130 
School of Sociology and 
Soc. Service 
New York 
Univ. of Syracuse Year 1951-1952 22 22 4 18 1 
Dept. of P. H. Nursing Summer Session 2H 26 235 } 
Syracuse 
Ohio Western Reserve Univ. Year 1931-1952 41 40) 1 40 1 28 2 
Sch. of Applied Soe. Se. Summer Session 31 31 1 
Cleveland 
Ore. University of Oregon Year 1931-1932 9 9 9 9 5 
Sch. of Social Work Summer Session 11 11 11 
Portland 
Penn. School of Social and 
Health Work Year 1931-1932 42 42 7 5 23 
Dept. of P. H. Nursing 
Philadelphia 
Tenn. George Peabody College Year 1931-1952 333 333 20 4 18 1 
Dept. of Nursing Educ’n Summer Session 49 49 ifi } 
Nashville 
Vanderbilt Univ. Year 1931-1932 11 11 6 
School of Nursing Summer Session 11 11 s 
Nashville 
Va. Richmond School of 
Social Work Year 1931-1932 21 9 12 21 6 5 
Richmond 
Wash. Univ. of Washington Year 19531-19532 4 0 54 75 9 18 15 1 
Dept. of Nursing Summer Session 61 30 31 61 ; 


Seattle 


Graduate nurses 





In reply to a general question as to how present conditions affect these courses 
in public health nursing, six of the 13 institutions, previously accredited, report a 
greater interest in courses of public health nursing, either reflected directly in larger 
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enrollment for 1932 or a greater number of inquiries received as to courses given. 
The remaining seven of the 13 institutions report no change in enrollment for 1932. 

Seven of the total 16 institutions report a decrease in budgets; in five institu- 
tions there are salary cuts, and in two needed personnel has not been added, but the 
additional work taken over by the director of the course. 

Of eleven institutions having a body of students looking for positions, all report 
that the number of students placed was not so large as in previous years, and that 
the positions were not so desirable. 





BOARD annCOMMIT TEE MEMBERS FORUM 


Edited by KATHARINE Biccs McKINNEY 





NEW SERVICES TO BOARD AND COMMITTEE MEMBERS 


The Executive Committee of the N.O.P.H.N. Board and Committee Members’ 
Section met in November and reviewed the program to date and discussed plans 
for the future. Several plans were formulated and two that have immediate 
interest to all are the following: 

1. The decision to invite board members to attend institutes led by professional 


members of the staff on such subjects as tuberculosis nursing as a part of a gen- 


eralized service; social hygiene as it is interpreted through the public health nurses’ 
program; supervision; etc., as a part of the board education program. Several 
board members had attended some of Mrs. Hodgson’s and Miss Crain’s institutes 
and had found them extremely interesting and very informative. The Committee 
discussed the matter very thoroughly and felt that it would be of real value for 
board members to attend if they wished to. These institutes are primarily pro- 
fessional and are designed as a form of staff education, but they are also of interest 
to board members in showing the content of the nurses’ work and a picture of what 
the nurses are doing in the home. 

The second plan concerns extending the service of the Secretary, Evelyn Davis, 
to boards desiring help. Miss Davis has to date visited thirty-two states conduct- 
ing institutes for board members, giving consultation service to both board mem- 
bers and nurse executives on the question of organization of boards, education of 
board members and development of publicity programs. In these times, every- 
one desires to have health organizations as efficient as possible. So it was felt that 
Miss Davis might, upon request, spend two days analyzing the activities of the 
board and working out with the executive director the most efficient use to be made 
of the board and committees. Travel expenses would be charged whenever possible. 

As another part of this consultation service, Miss Davis would help in working 
out a program for the use of volunteers in non-nursing capacities in order to assist 
in lightening the load of the professional staff and also to build up a wider com- 
munity interest in the program. She is ready to assist in working out training 
courses for volunteers, plan supervision and help to integrate the volunteer as a 
valuable asset in the public health nursing organization. Requests for this service 
will be answered with a view to economizing on travel expense. 
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TOPIC V 
PUBLIC SPEAKING 


The spoken word is the oldest and most effective means of transmitting ideas. 
Dr. lago Galdston says, “Speech is a medium suited for the expression of the finest 
and the most intricate thoughts and emotions; but to serve such ends it must be 
handled with a fine technique.” 

A talk should be: 

































Interestingly and enthusiastically presented, 
Distinctly enunciated, 

Delivered in simple language, intelligible to the audience, 
Clearly outlined and defined in advance, 

Briefly presented. 


The effective speaker must show a convincing seriousness and sincerity and still 
be enthusiastic about his message. The talk should be delivered in a well modu- 
lated voice which will carry to the back row. The speaker should speak slowly and 
not give the audience the feeling that he is trying to get everything said in a few 
minutes. The words chosen and terms used should be easily understood by all 
present. If technical terms are used, define them. 

The talk should be carefully thought through and outlined in advance as knowl- 
edge of what is to be presented is as important as manner of presentation. It is 
best never to read a talk but to speak from notes which may be put on small cards. 
The rustling of papers distracts the audience and reading prevents the speaker 
from watching his audience and catching its response to what is said. Reading 
also suggests that the speaker does not know his subject thoroughly or that he is 
scared. 

In planning a talk, there are four primary objectives according to Dr. Galdston: 


















To arouse curiosity, 
To enlist interest, 

To impart information, 
To lead to action. 








Naturally, the subject matter should be adapted to the character of the audience 
and connect up with its everyday interest. 
What groups are likely to be interested in talks on public health nursing? 


Church Groups—Here we have men’s and women’s organizations which are interested in the 
welfare of the community. A five or ten-minute talk on public health nursing may be 
made an annual event on the programs. 


Women’s Clubs—Those affiliated with the General Federation of Women’s Clubs are directly 
interested in health just now as the national body has been urging local clubs to make 
community health surveys and hold institutes on health subjects. There is a real oppor- 
tunity to present to them the program of public health nursing as carried on locally. 








Parent-Teacher Associations—One of their main interests is the preschool child and the spon- 
soring of the summer round-up program. The preschool child can lead their interest 
back to the infant and maternity program just as their interest in the school child 

leads forward to the child as a worker and into the public health program of the whole 

community. 
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PUBLIC 


The League of Women Voters 
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This group is particularly interested in legislative measures 


relating to health and social welfare and the League 1933 platform (obtainable from 


national headquarters) states 
opposition to destructive economy” 


a particular interest in “maintenance of 
which 


standards and 


threaten essential services such as_ public 


schools, public health nursing, child welfare, etc 


The Rotary Clubs are particularly interested in the crippled children, as are the Shriners. 
Case stories are particularly successful with this group. 


The Lions Club, Kiwanis, Orders of Moose and Elk are always responsive to local projects 


with a health appeal. 


They frequently set aside special funds for glasses, tonsillectomies, 


etc., endow tuberculosis beds, help build preventoria, support summer camps, supply 
transportation for patients, underwrite a nurse’s car, pay for orthopedic braces, etc., etc. 
Whenever a gift is made, it is an opportunity to report vividly, briefly and interestingly 


on the use made of the money or help. 


twice as effective as a letter 


A “thank you” talk to the assembled club is 


though a letter should always be written for the records. 


Such a talk sustains interest and gives an opportunity to present the next need! 


The Grange is always interested in child welfare. 


the nurse—be she local or county. 


Its members should be acquainted with 


The American Legion has a national child welfare committee with a public health nurse in 


charge. 


Write to her for suggestions as to how the Legion can help.* 


The Legion cannot 


often offer money, but can and does lend support in community issues and can “lend a 


hand” in actual work. 
To many other organizations, 


health is of general interest 


They should be given a picture 


of the public health nursing service as a vital factor in community welfare. 


Many local organizations have chairmen of health committees through whom 
arrangements may be made for a talk or the program chairman may be the logical 
person to contact or the arrangements may be made through someone known to a 


member of the board. 


Care should be taken in selecting the speaker for each group. 
hold the interest of this special audience? 


Can he or she 
The talk should be limited to the time 


allowed, shorter if possible, never longer, and if a, nurse gives it, she should be in 


uniform. 


SELECTING MATERIAL FOR TALKS 


It would be impossible to outline the 
many various types of talks which may 
be given, but there are certain general 
suggestions which may prove helpful 
and applicable. 

The use of case stories in a talk offers 
the most valuable, simple, and directly 
appealing method to carry your message. 
People are not interested in figures. Sta- 
tistics confuse. Mrs. Routzahn says, 
“The experiences of one nurse, the need 
of one child, the events of one day are 
more interesting than a general state- 
ment about the work of thirty nurses, 
the needs of one thousand children or a 
review of a year’s achievement. Your 
audience can picture in their mind the 
problems the nurses are meeting if they 
have an illustration.” (For safeguarding 
the case story, see topics III and IV in 


the November and December numbers 
of Pustic HEALTH NursING, 1932.) 


USE OF CHARTS, MAPS AND GRAPHS 


Most people are visual-minded and 
will remember the pictures, the figures, 
or charts which have been shown them. 
The graphic material should be very 
simple and large enough to be seen from 
the back of the room. In a small room, 
pictures or charts may be passed around 
or posted on a bulletin board, but not 
during the talk. A blackboard is often 
helpful for diagrams or for the few fig- 
ures that may be used. 


PLAYS AND DEMONSTRATIONS 


One thing which the average person 
in a general audience wants to know is 
what the public health nurse really does 


*Miss Edith L. Chapman, R.N., Child Welfare Division, American Legion, Indianapolis, Ind. 
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when she is in a home. Most people can 
visualize bedside care of the sick in an 
average home, but they wonder what 
the nurse does without facilities and 
what is the “educational visit”—about 
which we talk so much. 

A playlet showing the home visit of a 
nurse offers an excellent medium for 
taking the public with you into the 
home. Recently a play was given fol- 
lowing the Rotary Club luncheon in a 
southern city and for the first time no 
one left the meeting early! 

The N.O.P.H.N. has a few plays on 
loan, but there is ample dramatic mate- 
rial in every local organization. Perhaps 
a member of the board can select a 
family and an incident and develop a 
simple, short play from it. Possibly, 
the Little Theatre group or the Junior 
League would be interested in working 
on such a play, or the local college or 
high school dramatic club. 


DEMONSTRATIONS 


Demonstrations may be given by a 
nurse. She should work slowly enough 
to explain what she is doing and why. 
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Careful rehearsals are necessary to make 
demonstrations really effective, the light- 
ing should be good, the space ample and 
the nurse must “speak to the back of 
the room.” Actual patients should not 
be used, since there is too much risk of 
draughts, accidents, etc. Girl and Boy 
Scouts make good patients. As simple 
a thing as a “bag demonstration,” prop- 
erly done, can hold an audience of either 
sex spellbound. 


LESSON ASSIGNMENT 


After reading these remarks and the 
references, have three people present a 
prepared talk for discussion and criti- 
cism. Let each speaker select and de- 
scribe his audience and the listeners crit- 
icize the material presented and its gen- 
eral effect. Many community chests 
have held these so-called “speech 
clinics” and have found them helpful to 
speakers. 

Plan to give a nursing demonstration 
to a group of lay people sometime during 
the spring and secure one playlet that 
will truly present the appeal of your 
service. 


REFERENCES 


“The Health Talk’ by 
Seventh Avenue, New 

“Board Members as Interpreters” 
1932. 

“Bulletins and Graphs and Their Construction,” 


York, price 50 cents. 
by M. 


S. Routzahn, published in PUBL1¢ 


Howard A. 


Iago Galdston, M.D., published by the National Tuberculosis Association, 450 


HEALTH NURSING, June, 


Lanpher, M.D. lowa State Department 


of Health, November bulletins, Public Health Nursing, may be borrowed from the N.O.P.H.N. 
“Publicity for Social Work" by E. G. and M. 8. Routzahn, published by the Russell Sage Foundation, 


New York, price $3.00. Chapter XIII 


N.O.P.H.N. loan folders on plays and pageants. 


Public Speaking and Chapter XV 
“Charts Make Facts Convincing’? by M. Merwin and H. Davis, PUBLIC 
“Case Story’’—prize winning stories, PUBLIC HEALTH NURSING, December, 


Dramatic Methods. 
HEALTH NURSING, April, 1931. 
1932, January, 1933, 





We are not the only ones seeking “representative committees” ! 


From the /nternational 


Nursing Review (November, 1931) comes this list of groups represented in the Plunket Nursing 


Service in Australia: 

Work: Artisans 
Farmers 
Gardeners 
Laborers 

Business: Wholesale 
Retail 
Banking 
Management 
Agency 


Doctors 

Dentists 

Lawyers 

Clergy 

Teachers 

Nurses 

Members of Parliament 
Mayors 

Civil Service 


Profession: 


Public Office: 
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SHALL SCHOOL NURSES GIVE RELIEF ? 


(Continued 


In this number we are continuing the discussion of this question begun last 
month. In addition to the school nursing group we have this month an expression 
of opinion from two school superintendents. 


From Elizabeth Wyss, School Nurse, lowa Fails Public Schools, lowa;: 

We have organizations which will take care of material relief readily and efficiently. Besides 
the local welfare agency and Red Cross, who have well qualified social workers on their staffs, 
we have other community organizations. The Parent-Teacher Associations, Rotary clubs, Sal 
vation Army, Lions clubs, churches, and women’s clubs are giving to a great extent and, in the 
majority of cases, doing efficient work. It is imperative that we work closely with all welfare 
organizations. Our first duty is to familiarize ourselves with all relief giving agencies to know 
readily where to refer problems that confront us. Today especially it is important that we 
adhere to system in giving relief to the needy. Many organizations are understaffed and much 
hurried relief work is being done due to the fact that we cannot wait when a person is hungry 
and in dire need. 

Since every school nurse is already carrying a heavy program, it will be necessary for her 
to neglect some of her health work if she is to spend a considerable amount of time in giving 
relief. Many lay persons work very efficiently under trained social workers, vet it is very diffi 
cult for a nurse to delegate her duties to a lay person 

Not many years ago we were told that three-fourths of the poverty in our country was 
due to ill health, and for this reason it is important that we consider health as a major social 
problem. We are passing through a difficult period but we must think not only of the imme 
diate present but also of the future. Let us consider the health status of our citizens ten years 
from now if we fail to continue our present tuberculosis, diphtheria, and smallpox prevention 
campaigns. We know very definitely that there is still much work to be done to raise the 
health standard of the school child. As school nurses we will be of greatest value to our com 
munity at this time if we raise the health standard of the individual child, thereby contributing 
to the happiness and efficiency of the future citizen. This is done by teaching hygienic living, 
securing correction of physical defects, and preventing the spread of communicable diseases. 


From Luella L. Ross, Department of Health Supervision, Independent School District, Wheeling, 

W. Va.: 

We are still of the opinion that it is outside the province of school nurses’ work to give 
material relief. 

Nevertheless we are assisting in the relief work this year. The commun'ty fund committee 
and others doing relief work insist the distribution of relief must be done wisely and they need 
our knowledge of the home to assist in this work. 

Where families are not known to the principals and teachers we do investigate the home. 
As much as possible we connect our own work of home visiting with it. 


From J. W. Studebaker, Superintendent, Des Moines Public Schools, lowa: 

The problem of whether or not the school nurse should be asked to give relief through the 
school system to needy children and families is one which will have to be solved in each indi- 
vidual community. So many factors are involved in its solution that no special rule should 
be set up, in my opinion, to govern situations in widely separated parts of the country where 
conditions, of necessity, must be vastly different. 

The administration of relief is not, primarily, the function of the schools. The school nurse 
is a part of the educational personnel, and should not be expected to assume the function of the 
relief agencies merely on the basis of the fact that she is a nurse. 

In any emergency situation, however, if the school is chosen as one unit through which 
relief is to be administered, the school nurse automatically becomes, temporarily at least, a part 
of the relief personnel. 
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The community relief agency should, I believe, be the main channel through which relief 
measures should pass. All other community agencies should stand by to assist as conditions 
require, in which case, the school personnel, if called upon, should assume whatever duties will 
tend to bring the most desirable results. 

During normal times the policy in Des Moines has been not to give relief through the school 
nurses but to coOperate closely with relief agencies in referring needy school cases to them for 
clearance. At all times the school personnel, particularly the nurses and principals, affords a 
quick means for determining those in the community who are in need of assistance. 

In the present emergency, I believe that school nurses should do all in their power to aid 
the local relief agencies to carry on their work successfully, if their services to this end are 
desired 


From John H. Logan, Superintendent of Schools, Newark, New Jersey 

Nurses should not be expected to give their time to child and family relief. This burden 
should be accepted by society—not put upon school nurses 

In all our schools the nurses served on school relief committees with other teachers of the 
schools and social workers of the neighborhood 


From Amelia Grant, Director, Bureau of Nursing, New York City Department of Health: 

The answer can be very directly put: No, we do not give any relief. To begin with, the 
Department does not have any funds at its disposal for relief, and secondly, we do not feel that 
the nurses are the best qualified people to distribute relief. The school nurse and all public 
health nurses in the community do try to use the agencies who have the responsibility for the 
distribution of relief, and to put their families in touch with these agencies if there is a need. 
In New York City, the teachers have contributed a percentage of their salary to a fund which 
has been administered by the school authorities. In some instances, the principals have relied 
upon the nurses’ advice as to whether relief was actually needed or not, but the distribution of 
such relief has always remained in the hands of the teachers. Nurses have not actually dis- 
pensed any money or supplies. 


IN YOUR SCHOOL 


1. Are fire escapes obstructed or out of order? Are they used in fire drills? 
Are all exits clear? 
Do doors to the outside open in or out ? 
Are doors equipped with panic locks? 
Are aisles obstructed ? 
Can water pails, standpipes, hose and fire extinguishers be reached easily? Are they in 
good condition? 
Is the fire alarm system operative ? 
How often are fire drills held? 
How long did it take to vacate the school? 
Where is the nearest fire alarm box? 
Are there accumulations of dirt or rubbish on the premises ? 
Are waste receptacles emptied daily ? 
Does heating equipment appear to be in good condition? 
. What disposition is made of ashes? 
—Safety Education 


SCHOOL NURSES WILL BE INTERESTED IN THE FOLLOWING ARTICLES APPEARING IN 
CURRENT PUBLICATIONS 


Caring for school convalescents—How one tional Education Association for November. 
school does it. Paul Fleming in The Nation's Teacher's part in cornering contagion 
Schools. September. An interesting account of |W. W. Bauer, M.D. Journal of Health and 
the program in the Oakland (Cal.) University Physical Education for September. 

High School. ; : . Tuberculosis among school teachers. J. W. 

Health education in the public schools of Ryan, M.D. School Physicians’ Bulletin for 


Akron, Ohio. Esther Austin Martin and 


M. Lucille Davison. Journal of Home Eco- November. sf 
nomics for November. Why a physician should head the school 


Teacher and the health of the school. health program. John Sundwall, M.D, Na- 
Thomas D. Wood, M.D. Journal of the Na-  tion’s Schools for November. 









MEDICINE AND THE STATE 


By Sir Arthur Newsholme, K.C.B., M.D. Williams 
& Wilkins Co., Baltimore. Price $3.50. 

In “Medicine and the State,” Sir Ar- 
thur Newsholme summarizes his three 
invaluable studies on “The Relation Be- 
tween the Private and Official Practice 
of Medicine” and records his judgment 
of their significance. 

Commenting on the book, Dr. Wil- 
liam Henry Welch of Johns Hopkins 
University says “no discussion of these 
problems can hereafter ignore the facts 
here collected for the first time and the 
views authoritatively presented.” 

Sir Arthur points out that under mod- 
ern civilization, the communal care of 
the sick is essential. While this is a 
responsibility of the state, there is less 
encroachment on private practice than 
is often claimed, since much of the offi- 
cial health work is in fields never pre- 
viously covered by physicians. The 
cost of preventing and curing disease is 
inevitably high but no sum is too great 
to spend for health, provided the spend- 
ing is done efficiently. 

The economic situation of the work- 
ing class prevents their enjoying the 
benefits of adequate health protection. 
Some way must be found to bring this 
within their reach. For them, Sir Ar- 
thur favors compulsory health insurance, 
the burden to be distributed among the 
employees, the employers and the state. 
For the middle and upper classes, he 
feels that some form of voluntary insur- 
ance is desirable, both to secure ade- 
quate medical care and to assure the 
physician’s income. The author be- 
lieves that the private practitioner is a 
permanent and essential factor in medi- 
cine. He must, however, recognize more 
fully his social obligations and must 
practice preventive as well as therapeu- 
tic medicine. 

The arrangement of the material is 
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concise, clear, and logical. The value of 
each chapter is much enhanced by the 
summary with which it is concluded. Sir 
Arthur admits that some of his opinions 
may arouse controversy, but there are 
few who would venture on such debate 
in view of the author’s intimate field 
acquaintance with the intricate problems 
discussed. 





KENDALL EMERSON, M.D. 


THE CURATIVE VALUE OF LIGHT 


By Edgar Mayer, M.D. Appleton Popular Health 
Series, D. Appleton & Company, New York. 
Price $1.50. 

“The Curative Value of Light” is 
written for the lay reader, and discusses 
in non-technical style the action of light 
on the body and its value in specific 
diseases. In the chapter “Sun-Lamp 
versus Sunlight” are given concrete sug- 
gestions in regard to sun-lamp treat- 
ments in the home and the requirements 
governing the advertising of such lamps 
as drafted by the Council on Physical 
Therapy of the American Medical Asso- 
ciation. 


EYE, EAR, NOSE AND THROAT MANUAL 
FOR NURSES 


By Roy H. Parkinson, M.D Second Edition. 
C. V. Mosby Company, St. Louis. Price $2.25 


oe. 


Dr. Parkinson’s book is a practical 
manual for the nursing student now re- 
written in its second edition. It is espe- 
cially suitable for a standard text-book 
because the writer does not stress debat- 
able methods of treatment and _ tech- 
nique but holds to fundamental princi- 
ples which are common to all clinics. 

Such details of anatomy of the eye, 
ear, nose, and throat are included as are 
most essential to the nurse’s understand- 
ing of the disease and treatment of her 
patient. Operative procedures are out- 
lined and illustrated by photographs 
showing the position of the patient, the 
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draping and the instruments used. The 
procedures in nursing care and precau- 
tions to be observed are clearly ex- 
plained. A list of quiz questions ac- 
companies each chapter to help the in- 
structor and supervisor in class room 
and ward teaching. 

The emphasis placed on public health 
aspects of eye, ear, nose, and throat 
conditions is most welcome. The author 
explains the prevention of such condi- 
tions, their relation to personal hygiene 
and to communicable diseases, and the 
teaching responsibility of the nurse. 
This manual merits a special position 
among nursing texts. 

PRIscILLA W. HUMPHREY. 


EYE, EAR, NOSE AND THROAT FOR NURSES 


By J. G. Roberts, M.D F. A. Davis Company, 


Philadelphia Price $2.25. 

The nurse needs particular training to 
make her a capable assistant to the spe- 
cialist in eye, ear, nose, and throat dis- 
eases. Dr. Roberts expresses this con- 
viction in his preface and throughout 
his book. The book is written in an 
informal style colored by the personal 
enthusiasm of the author in training 
nurses for his own specialty. 

Nursing care is not described in de- 
tail, except in connection with the 
nurse’s assistance to the doctor during 
operations and treatments. The instru- 
ments needed are shown in excellent 
illustrations and directions are given for 
their care. Principles of treatment are 
only suggested, as in the use of heat 
and cold. The section on antiseptics 
and drugs with their action and the in- 
dications for their use in various infec- 
tions and inflammatory processes is 
helpful. 

The closing chapter of Don’ts gives 
some of the mistakes nurses have been 
known to make. A glossary explains 
terms used for eye, ear, nose, and throat 
conditions and some more familiar med- 
ical phrases. 

PrisciLLtA W. HUMPHREY. 


Correction: The price of Presenting Pro- 
bation was incorrectly stated in November 
Book Notes. It should be 50 cents. 
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RECENT PUBLICATIONS 


Michael M 

Davis and C. Rufus Rorem. University of 
Chicago Press. $2.50 

ESSENTIALS OF PATHOLOGY. C. 
bury, M.D. The Macmillan Company, New 
York. $2.00. 

FUNDAMENTALS IN MassaGe. Kathryn L. Jen- 
sen, R.N. Macmillan. $2.00. 

MASSAGE AND THERAPEUTIC EXERCISE. Mary 
McMillan. 3d Edition. W. B. Saunders 
Company, Philadelphia. 

NuRSING PsyCHOLOGICAI 
Chadwick, S.R.N 
Ltd., London. 10s 

PROBLEMS IN SOLUTIONS. 
van, R.N. 


$1.35. 


Russell Sals- 


$2.75. 


PATIENTS Mary 
George Allen and Unwin, 


Elizabeth E. Sulli- 
M. Barrows & Company, Boston. 


REFERENCE HANDBOOK FOR NursES. Amanda 
K. Beck, R.N. 7th Edition. Saunders. $1.50. 

SYLLABUS OF LECTURES ON GYNECOLOGY FOR 
Nurses. Prepared by a Committee Ap- 
pointed by the American Gynecological So- 
ciety. Secured from Chairman of the Com- 
mittee, Dr. Emil Novak, 26 E. Preston St., 
Baltimore, Md. 50c. 


The Out-Patient Department in the 
Education of the Nurse, published re- 
cently by the National League of Nurs- 
ing Education, brings to nursing edu- 
cators information and guidance for 
which they have been waiting a long 
time. The booklet written by Louise 
Knapp is a report of the three-year 
demonstration conducted by the Educa- 
tion Committee of the League in Van- 
derbilt Clinic, New York City, for the 
purpose of better utilizing the out- 
patient department in the education of 
the nurse, both undergraduate and 
graduate. The report describes in detail 
the set-up of the teaching program in- 
cluding exhibits of the student’s experi- 
ence sheet, rating record, and study 
guides. 

Of equal interest and importance to 
the student program is the plan as it 
was worked out for “in-service” or staff 
education of the graduates in the clinic. 
This was developed both to supplement 
their own knowledge and to assist them 
in teaching the students. 

The methods used offer many sugges- 
tions not only to hospital and out- 
patient instructors but also to public 
health nursing executives in planning 
their student and staff education pro- 
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grams. National League of Nursing 
Education, 450 Seventh Avenue, New 
York. 35 cents. Le Se 


A Handbook on Records and Statistics 
in the Field of Public Health Nursing 
has been prepared by a joint committee 
of the N.O.P.H.N. and the Advisory 
Committee on Social Statistics in Child 
Welfare and Related Fields of the U. S. 
Children’s Bureau. The handbook con- 
tains suggestions for recording the mini- 
mum essentials in regard to cases and 
visits, that are necessary for obtaining 
comparable data. Suggestions for daily 
and monthly report forms are included 
as well as definitions of the various ser- 
vices and units. May be obtained from 
the Superintendent of Documents, Wash- 
ington, D. C. 5 cents. 

Safety for the Household, a 100-page 
booklet containing concrete and prac- 
tical suggestions in regard to hazards 
from fire, gas, electricity, mechanics, 
accidents, etc. U.S. Government Print- 
ing Office, Washington, D. C. 

A booklet giving a list of Health 
Education Materials including posters, 
leaflets, plays, slides, etc., has been pre- 
pared by the Dairymen’s League Codp- 
erative Association, 11 West 42d Street, 
New York. Free. 


State Requirements for Industrial 


Lighting. A Handbook for the protec- 
tion of women workers, showing light- 
ing standards and practices. Bulletin of 
the Women’s Bureau, No. 94. Secured 
from the Superintendent of Documents, 
Washington, D. C. 10 cents. 


/TH NURSING 
NUTRITION AND BUDGETING 


Adequate Minimum Cost Diets. Sun- 
kist Food Bulletins (1933 Series). Cali- 
fornia Fruit Growers Exchange, Educa- 
tional Department, Los Angeles, Cali- 
fornia. Free. Also from same com- 
pany, Training Diets for athletes. 

Good Food for Little Money, to pro- 
tect the health of children. Lucy H. 
Gillett. American Child Health Asso- 
ciation, 450 Seventh Avenue, New 
York. 3 cents each, 100 for 50 cents. 

How to Select Proper Food for the 
Family. Connecticut State Department 
of Health, Hartford, Conn. 

Milk for Better Meals, with recipes. 
Prepared in coéperation with the Home 
Economics and Dietetics Department of 
the Jewish Social Service Association, 
New York City. Obtained free in Eng- 
lish or Yiddish from the Evaporated 
Milk Association, 203 N. Wabash Ave- 
nue, Chicago, Il. 

Planning Meals. John Hancock Life 
Insurance Company, Boston, Mass. 

Stop Wondering—Here Are the Facts, 
answers the questions most frequently 
asked about canned foods. Free from 
the National Canners Association, 
Washington, D. C. 

Thrift in Food for Health Protection. 
Prepared by Lucy Gillett for the Nation- 
al Tuberculosis Association. May be 
ordered through state tuberculosis asso- 
ciations. 

The Golden Rule Association, 60 East 
42d Street, New York City, has pre- 
pared a list of economy menus for an 
average family of five at a cost of $8.88 
a week. Copies may be obtained from 
the Association’s headquarters. 


The National League of Nursing Education is making available in reprint form 
the articles prepared by its Department of Studies, which have appeared in the 


American Journal of Nursing. 


Pray Let Us Wash Our Hands 

The Good Nurse 

A New Deal for the Patient at Night 
A New Deal for the Student at Night 


50 copies 
. $1.50 
1.50 
3.50 
2.50 


25 copies Single copies 
$0.05 
O05 
10 
10 
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Rural nurses who need to analyze 
their home visits will find Marion G. 
Randall’s study of “Public Health Nurs- 
ing for Rural Children” appearing in 
the October Quarterly Bulletin of the 
Milbank Memorial Fund (also available 
in reprint form) particularly significant. 

‘Robert Koch” has been added to the 
Health Heroes Series of the Metropoli- 
tan Life Insurance Company, | Madison 


Avenue, New York. Free. 


Writing the Home Economics Radio 
Program by Morse Salisbury, appearing 
in the November Journal of Home Eco- 
nomics, is now available in reprint form 
from the Journal office, 101 East 20th 
Street, Baltimore, Md. 


The Minnesota Department of Health 
has recently revised its Mothercrajt 
Manual designed for the use of nurses 
and teachers in their class work with 
grade school girls. The Manual, to- 
gether with study and teachers’ outlines, 
may be secured from the Division of 
Child Hygiene, State Department of 
Health, Minneapolis, Minn. 


FROM CURRENT PERIODICALS 


A child cannot grow up twice. 
field Fisher 
vember 


Dorothy Can 

Good Housekeeping for No 

Clubroom where parents learn to care for 
their babies. A. Langdon Gill in The Mod 
ern Hospital, December. How a _ hospital 
educates its nurses and patients in maternity 
and infant care. 

Comparative report of full-time county health 
work for year ending June 30, 1932. Health 
Briefs, Tennessee State Department of Pub 
lic Health, August. Statistical chart show- 
ing work accomplished in Tennessee coun- 
ties. 

Do children who drink raw milk thrive better 
than children who drink heated milk? L.C. 
Frank and others. U. S. Public Health 
Reports, September 23. 

Forces in modern community life. Eduard C. 

Lindeman. Junior League Magazine for 

December. A forceful analysis of the pres- 

ent situation and the place of the voluntary 

agency. 
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Graduate 
workers nm 
Bilder. 
ber. 


nurse vs. medically trained social 
hospital social service. R. P. 


Hospital Social Service for Novem- 


Health of the people in a year of depression. 
Louis I. Dublin American Journal of 
Public Health, November. 

Hints to nurses Venny Snellman 
and Information Bulletin of the 
Red Cross Soc ieties, 


Review 
League of 
September, 1932. Ad 
dress delivered to students of the Interna- 
tional Nursing Course at Bedford College, 
London, emphasizing relationship of public 
health and nursing education 


Incidence and time distribution of common 


colds in several groups kept under continu 


ous observation. U.S. Public Health Re 
ports, September 2 

Meals at six cents a day. G. Hambridge. La 
dies’ Home Journal for October. How 


Tulsa, Oklahoma, feeds its unemployed for 
less than six cents a day a person 

Vental hygiene and the depression. Douglas 
A. Thom. Mental for October. 

Need of correlating ward practice, classroom 
teaching, and community service—In_ the 
public health nursing field, by Grace Ross; 
In the field of Child Welfare, by Bosse B. 


Hygiene 


Randle. The Michigan Nurse, September 
None without hope. The story of 122 chil 
dren salvaged for society by a friendly 


school. Elise H. Martens in School Life for 
October. Contrary to prevailing opinion 
the majority of this group of intellectually 
subnormal! children were found upon later 
investigation to be living as self-supporting 
and responsible citizens of the community. 
Relation of nutrition to 


dental conditions 


Percy R. Howe. School Physician’s Bulle 
tin for November 

Save the nurses—it pay Survey for Octo- 
ber 15. 


Sleep routine for your child, 
in Parents’ Magazine, 


Grace Langdon 

November 

Studies in the food requirement of adolescent 
girls. Bernice Wait and L. J. Roberts, 
Journal of the American Dietetic Associa 
tion for September. 

Ten-year study of toxin-antitoxin mixture and 
the Schick test in the control of imstitu 
tional diphtheria. C. C. Young and G. D. 
Cummings. American Journal of Public 
Health, November. “The span of artifi- 
cially produced immunity as measured by 
the Schick test approximates seven years.” 


Tuberculosis among nurses. J. Arthur Myers, 


M.D., and David A. Stewart, M.D. Amer- 
ican Journal of Nursing for November. 
Twenty years of Red Cross public health 


nursing. Elizabeth G. Fox in the Red Cross 


Courier for December. 

















NEWS NOTES 





The new officers for 1933 of the 
American Public Health Association 
are: John A. Ferrell, M.D., Assistant 
Director General, International Health 
Division, Rockefeller Foundation, New 
York City, as president; Haven Emer- 
son, M.D., Professor of Public Health 
Administration, Columbia University, 
as president-elect. The vice-presidents 
are Arthur McCormack, M.D., State 
Health Officer, Louisville, Kentucky; 
John Sundwall, M.D., Professor of Hy- 
giene and Public Health, University of 
Michigan Medical School; and William 
P. Shepard, M.D., Assistant Secretary, 
Metropolitan Life Insurance Company, 
San Francisco. Thomas Parran, Jr., 
M.D., Commissioner, New York State 
Department of Health, was re-elected 
treasurer, and Kendall Emerson, M.D., 
Managing Director of the National 
Tuberculosis Association, New York 
City, was continued as acting executive 
secretary. 

The next annual meeting of the Asso- 
ciation will be held in October at In- 
dianapolis, Ind. 


The Central Council for Nursing Edu- 
cation will hold a luncheon meeting on 
Tuesday, February 14, at the Palmer 
House, Chicago, immediately following 
the Joint Session (to be devoted to 
Nursing) of the Council on Medical 
Education and Hospitals of the Amer- 
ican Medical Association, and the Amer- 
ican Conference on Hospital Service. 

Winford H. Smith, M.D., Director, 
The Johns Hopkins Hospital, Baltimore, 
Md., will speak on “Future Trends in 
Nursing.” 

+ 

The ninth annual meeting of the 
American Heart Association will be held 
February 6, 1933, at 450 Seventh Ave- 
nue, New York City. 

* 


The regular meeting of the Rhode 
Island State Organization for Public 
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Health Nursing was held December 1, 
1932, in Providence, the president, Miss 
Nellie Dillon, presiding. 

Following the work begun by Miss 
Crain of the National Organization for 
Public Health Nursing at the June meet- 
ing, social hygiene was the main topic 
of discussion. Dr. Kathleen Barr spoke 
on “The Broad Interpretation of Social 
Hygiene,” and Miss Mary M. Richard- 
son on “The Part of the Social Hygiene 
Program.” 

Mrs. Gammell Cross, Vice-President 
of the Rhode Island State Organization 
for Public Health Nursing, spoke on the 
“Lay Activities in the National Organ- 
ization for Public Health Nursing.” 

+ 


The long awaited final report of the 
Committee on the Costs of Medical Care 
has just been published by the Univer- 
sity of Chicago Press. Every one con- 
cerned in the medical and health pro- 
gram will want to consider carefully the 
recommendations made in both the ma- 
jority and minority reports. Some of 
the findings and their implications will 
be discussed in a forthcoming number 
of Pustic HEALTH NURSING. 


+ 


In the Oshima Island Leper Sanato- 
rium, under the management of several 
local governments, the children born of 
lepers are to be placed in isolation to 
determine whether this disease is trans- 
mitted from the parents or is caused 
only by contagion. The nurses are 
newly appointed, and this study of 
lepers’ babies is being watched with keen 
interest. 

* 


The use of sun cages for babies is 
being demonstrated at the Chelsea Ba- 
bies’ Club in London, England. The 
cages can be hung out of windows, and 
in them babies can obtain the maximum 
amount of air and sunshine until they 
are about six months old. 











Official Directory 


Listing nurses holding executive positions in states and officers of 
State Organizations for Public Health Nursing and Public 
Health Nursing Sections of State Nurses’ Associations. 


Information as of 


The National Organization for Public 
Health Nursing, Inc.—President, Sophie 
C. Nelson, 197 Clarendon St., Boston, 


Katharine Tucker, 450 
York, N. Y. 


Mass Director, 
Seventh Ave., New 


American Red Cross, Nursing Service— 
National Director, Clara D. Noyes, Amer 
ican Red Cross, Washington, D. C. 


Public Health Nursing and Home Hy- 


giene Service—National Director, I. 
Malinde Havey, American Red Cross, 
*“ Washington, D. C. 
Eastern Area: Assistant Directors, Mar 
garet Reid, Annabelle Petersen, Helen 


Dunn, Mrs. Charlotte Heilman, and Mary 
E. DeLaskey, American Red Cross, Wash- 
ington, D. C. 

Midwestern Area: Assistant Director, Mrs. 
Elsbeth Vaughan; Assistant Directors, 
Louise Kinney, Lona Trott, 1709 Wash 
ington Ave., St. Louis, Mo. 

Pacific Area: Assistant Director, Rena Haig; 
Assistant Director, Eugenia Klinefelter, 
Larkin and Grove Sts., San Francisco, Cal. 

U. S. Army Nurse Corps—Superintendent, 
Major Julia C. Stimson, War Department, 
Washington, D. C. 


U. S. Navy Nurse Corps—Superintendent, 
J. Beatrice Bowman, 1314 Navy Depart- 
ment, Washington, D. C. 


U. S. Public Health Service, Nurse Corps 

Superintendent, Lucy Minnigerode, Ot 

fice of the Surgeon General, U. S. Public 
Health Service, Washington, D. C. 


U. S. Veterans’ Bureau Nursing Service— 
Superintendent, Mrs. Mary A. Hickey, 
Veterans’ Administration, Washington, 
D.C. 


Indian Bureau—Supervisor of Nurses, Elinor 
D. Gregg, U. S. Department of the Inte- 
rior, Office of Indian Affairs, Washington, 
D.C. 


Alabama 

State Board of Health—Bureau of Child 
Hygiene and Public Health Nursing, 
Director, Jessie L. Marriner, 519 Dexter 
Ave., Montgomery. 

State Nurses’ Association Paid Executive— 
Linna H. Denny, 1320 N. 25th St., Bir- 
mingham. 


December 1, 


1932, 


unless otherwise stated 

American Red Cross Nursing Field Repre- 
sentative—Margaret Dizney, American 
Red Cross, Washington, D. C 


Arizona 
American Red Cross Nursing Field Repre- 
sentative—Calista Crown, Civic Audito- 
rium, Larkin and Grove Sts., San Fran- 
cisco, Cal 


A rkansas 


State Organization for Public Health Nurs- 


ing—Pres., Elizabeth Hoeltzel, Little 
Rock Sec., Mary Sullivan, Mt. Ida. 
Treas., Alline Dodson, Malvern 


State Board of Health—Supervisor Public 
Health Nursing, Elizabeth Hoeltzel, Little 
Rock 

American Red Cross Nursing Field Repre- 
sentative—Ella Gimmestad, 1709 Wash- 
ington Ave., St. Louis, Mo 


California 
State Organization for Public Health Nurs- 
ing—Pres., Mrs. Helen D. Halvorsen, 1926 
Leighton Ave., Los Angeles. Sec., Mrs. 
Kathryn Saunders, 1625 Maple Ave., Los 


Angeles Treas., Harriet Baird, 1525 
Euclid Ave., Santa Monica. Chairman 
Membership Committee, Ruth Massa, 


1625 Maple Ave., Los Angeles. 

State Nurses’ Association, Paid Executive— 
Anna C. Jammé, Room 502, 609 Sutter 
St., San Francisco 

American Red Cross Nursing Field Repre- 


sentative—Calista Crown, Civic Audito- 
rium, Larkin and Grove Sts., San Fran- 
cisco. 


Colorado 


Section on Public Health Nursing of State 
Nurses’ Association—Pres., Ruth Phillips, 
305 Barth Block, Denver. Sec.-Treas., 
Madeline F. Buck, 414 14th St., Denver. 
Vice-Pres., Mrs. Edith Embury Crane. 414 
14th St., Denver. 

State Tuberculosis Association Field Nurse— 
Ruth E. Phillips, 305 Barth Bldg., Denver. 

State Nurses’ Association, Paid Executive— 
Irene Murchison, 302 Capitol Bldg., Den- 
ver. 

American Red Cross Nursing Field Repre- 
sentative Elizabeth Reynolds, 1709 
Washington Ave., St. Louis, Mo. 
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Connecticut 

Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Rachel 
Colby, 205 West Main St., New Britain. 
Vice-Chairman, Elizabeth Culver, Public 
Health Nursing Service, Town Hall, 
Greenwich. Sec.-Treas., Irma E. Reeve, 
35 Elm St., New Haven. 

State Department of Health 
Public Health Nursing, 
R. Addison, Hartford. 

State Nurses’ Association, Paid Executive 
Margaret K. Stack, Executive Secretary, 
175 Broad St., Hartford. 

American Red Cross Nursing Field Repre 
sentative—Sarah R. Addison, American 
Red Cross, Hartford. 


Bureau of 
Director, Sarah 


Delaware 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Josephine 
Farnham, Brandywine Sanatorium, Mar 
shallton. Vice-Chairman, Mrs. Anna 
Van W. Castle, 911 Delaware Ave., Wil 
mington. Sec., Ethel Carlson, 911 Dela 
ware Ave., Wilmington. 

American Red Cross Nursing Field Repre 
sentative—Cecelia P. Houston, American 
Red Cross, Washington, D. C. 


District of Columbia 

Section on Public Health Nursing of District 
Nurses’ Association—Chairman, Mary C. 
Connor, 2308 Ashmead Place, N. W. Vice 
Chairman, Edith B. Aldridge, 819 Allison 
St.. N. W. Sec., Charlotte Hasselbusch, 
637 Ingraham St., N. W. 

Association for Prevention of Tuberculosis, 
Mrs. Grace P. Otness, Supervisor Public 
Health Nursing, 3206 Wisconsin Ave., 
N. W. 

District Nurses’ Association Paid Executive 
—Bertha E. McAfee, 60-1746 K St., N. W. 


Florida 


Section on Public Health Nursing of State 
Nurses’ Association — Chairman, Julia 
Graves, State Board of Health, Jackson 
ville. Vice-Chairman, Betty Henhegy, 316 
Ridgewood Ave., Orlando. Sec., Cecilia 
O’Berry, Plant City. (Jnformation as of 
Dec. 1, 1931.) 

American Red Cross Nursing Field Repre- 
sentative—Ruth Mettinger, American Red 
Cross, Washington, D. C. 

Georgia 

State Organization for Public Health Nurs- 
ing—Pres., Mrs. Olive L. Barbin, Augusta. 
Vice-Pres., Mrs. Anne C. Rivers, Savan- 
nah. Sec., Mrs. Frances King, Augusta. 
Treas., Charlotte Inglesby, Savannah. 

State Nurses’ Association, Paid Executive— 
Jane Van de Vrede, Executive Secretary, 
131 Forrest Ave., N. E., Atlanta. 

American Red Cross Nursing Field Repre- 
sentative--Ruth Mettinger, American Red 
Cross, Washington, D. C. 
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Idaho 


American Red Cross Nursing Field Repre 
sentative—Gladys Badger, Civic Audito 
rium, Larkin and Grove Sts., San Fran- 
cisco, Cal. 


Illinois 


Section on Public Health Nursing of State 
Nurses’ <Association—Chairman, Mary 
Jane Fee, Court House, Urbana.  Sec., 
Hazel Dobson, Bement. 


State Department of Public Health—Divi 
sion of Child Hygiene and Public Health 
Nursing, Leone W. Ware, Chief Super 
vising Nurse, Springfield. 

American Red Cross Nursing Field Repre 
sentative—Ella Gimmestad, 1709 Washing 
ton Ave., St. Louis, Mo. 


Indiana 


Section on Public Health Nursing of State 

Nurses’ Association—Chairman, Beatrice 

Short, 808 Majestic Bldg., Indianapolis 

Vice-Chairman, Edith Calhoun, 1325 So. 

Buckeye St., Kokomo. Sec., Violet Smith, 

Oak St., Kendallville. . 

State Board of Health—Division of Public 
Health Nursing, Director, Eva F. Mac- 
Dougall, 2 State House Annex, Indianap- 
olis 

State Tuberculosis Association, Field Nurse 

Mrs. Anna E. Sims, 1219 Meyer-Kiser 
Bank Bldg., Indianapolis. 

State Nurses’ Association Paid Executive 
Helen Teal, 1211 Circle Tower, Indianap 
olis 

American Red Cross Nursing Field Repre 
sentative—Florence Spaulding, American 
Red Cross, Washington, D. C 


334 So 


lowa 

Section on Public Health Nursing of State 
Nurses’ Association — Chairman, Mrs. 
Thora Hanbery, Jefferson. Vice-Chair- 
man, Eva Woerth, City Hall, Sioux City. 
Sec., Leta Seaman, 4214 Sheridan Ave., 
Des Moines. 

State Department of 
Countryman, Director 
Nursing, Des Moines. 

State Tuberculosis Association, 518 Frankel 
Bldg., Des Moines—Supervising Nurse, 
Ruth Walker. 

American Red Cross Nursing Field Repre- 
sentative—Thora Ingebritson, 1709 Wash- 
ington Ave., St. Louis, Mo. 


Health—Edith S. 
Public Health 


Kansas 

State Organization for Public Health Nurs- 
ing (not a branch of N.O.P.H.N.)—Pres., 
E. Fredericka Beal, High School, Topeka. 
Sec. and Treas., Lucille Thomas, Newton 
Public Health Nursing Association, New- 
ton. (Information as of Dec. 1, 1931.) 

State Board of Health—Mary E. McAuliffe, 
State Supervising Nurse, Topeka. 
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American Red Cross Nursing Field Repre- 
sentative—Linnie Beauchamp, 1709 Wash- 
ington Ave., St. Louis, Mo. 

Kentucky 


State Organization for Public Health Nurs- 


ing—Pres., Mrs. Myrtle C. Applegate, 554 
So. 3d St., Louisville. Sec., Anna B. 
Quinn, Box 46, Lexington. Treas., 


Claudine Barmore, 2102 Greenwood Ave., 
Louisville. Chairman Membership Com 


mittee, Margaret East, State Board of 
Health, Louisville. 
State Board of Health—Margaret L. East, 


Director, Bureau of 
ing, Louisville 
Kentucky Tuberculosis 
Main St., Louisville 
Supervising Nurse 
American Red Cross Nursing Field Repre 
sentative—Margaret Dizney, 
Red Cross, Washington, D. C. 


Public Health Nurs 


22: & 
East, 


Association, 5 
Margaret L. 


American 


Louisiana 

Section on Public Health 
Nurses’ Association 
Maurin, 223 New Court Bldg., New Or- 
leans. Sec., Anna M. Barr, 1001 Canal 
Bank Bldg., New Orleans. 

State Board of Health 
Field Nurse Supervisor, 
Health Administration, 
Bldg., New Orleans 

American Red Cross Nursing Field Repre 


Nursing of State 
Chairman, Emma 


Maurin, 
Parish 
Court 


Emma 
Bureau 
205 Civil 


sentative—Margaret Dizney, American 
Red Cross, Washington, D. C. 
Maine 

Section on Public Health Nursing of State 
Nurses’ Association Chairman, Nora 
Rowell. Vice-Chairman, Louise Hopkins. 
Sec.-Treas., Mrs. Katherine Dougherty, 
Room 47, City Hall, Portland. 

State Department of Health—Edith L 


Soule, Director of Public Health Nursing 
and Child Hygiene, Augusta. 

State Tuberculosis Association Field Nurse 
Mrs. Theresa R. Anderson, Maine Public 
Health Association, 256 Water St., 
Augusta. 

American Red Cross Nursing Field Repre- 
sentative—Laura Knowlton, American 

Red Cross, Washington, D. C. 
Maryland 
State Organization for Public Health Nurs 
ing—Pres., Blanche Prince, 3703 Forest 
Park Av., Forest Park, Baltimore. Sec., 
Mary H. Williams, 2108 N. Calvert St., 


Baltimore. Treas., Dorothea Tag, 611 
Tunbridge Road, Baltimore. Chairman 
Membership Committee, Mrs. Jane B. 


Laib, 3615 Wabash Ave., Baltimore. 

State Tuberculosis Association Field Nurse 
Mattie M. Smith, 900 St. Paul St., Bal- 
timore. 
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State 
Blanche 
Baltimore. 

American Red Cross Nursing Field Repre 


Paid 
Powell, 1211 


Association 
G 


Mrs 
Bt. 


Executive 
Cathedral 


sentatives—Cecilia Houston (east) and 
Marie Peterson (west), American Red 
Cross, Washington, D. C 
Massachusetts 
Organization for Public Health Nursing 
(not a branch of N.O.P.H.N.)—Pres., 
Mrs. Harold A. Marvin, 22 Edgehill Road, 


Chestnut Hill 
ton, Hingham 
581 Boylston St 
State Nurses’ Association, Paid Executive 
Helene G. Lee, 420 Boylston St., Boston 
American Red Cross Nursing Field Repré 


Sec., Mrs. Harold Plimp 
Treas., Marie M. Knowles, 
. Boston 


sentative—Helen Gould, American Red 
Cross, Washington, D. C. 
Michigan 

Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Ethel E 
Mull, 1735 Bailey St., Lansing. Vice 
Chairman, Bettie Hevit, Baldwin. Elsie 
Braun, 419 Eddy St., Saginaw. 

State Department of Health, Bureau of 


Child Hygiene and Public Health Nursing, 


Assistant Director, Mrs. Helen deSpelder 
Moore, Lansing 

State Nurses’ Association Paid Executive 
Olive Sewell, Capitol Savings & Loan 


Bank Bldg., Lansing 
American Red Cross Nursing Field Repré 


sentative—Rebecca Pond, 1709 Washing- 
ton Ave., St. Louis, Mo. 
Minnesota 


State Organization for Public Health Nurs- 


ing—Pres.. Eula  Butzerin, Students 
Health Bldg., University of Minneapolis, 
Minneapolis. Sec., Margaret McGregor, 


Gillette State Hospital, St. Paul. Treas., 
Ann Nyquist, Division of Child Hygiene, 
University of Minneapolis, Minneapolis 
Chairman Membership Committee, Helen 
C. Peck, Citizens Aid Bldg., Minneapolis. 

State Department of Health—Bureau of 
Child Hygiene, Superintendent of Public 
Health Nursing, Olivia T. Peterson, Uni- 
versity Campus, Minneapolis. 

State Nurses’ Association Paid Executive 
Caroline Rankiellour, 2642 
Ave., St. Paul. 

American Red Cross Nursing Field Repre- 
sentative—Rebecca Pond, 1709 Washing- 


University 


ton Ave., St. Louis, Mo. 
Mississippi 
Section on Public Health Nursing of State 
Nurses’ Association—Pres., Ethel  B. 
Marsh, Health Dept., Natchez.  Sec., 
Birdie Jones, Sanatorium. Treas., Alice 


W. Finley, Tupelo. 
State Board of Health—Mary D. Osborne, 
Supervisor Public Health Nursing, and 
Maternal and Infant Hygiene, Jackson. 
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American Red Cross Nursing Field Repre- 
sentative—Margaret Dizney, American 
Red Cross, Washington, D. C. 


Missouri 

Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Mildred 
Sanderson, 5496 Maryland St., St. Louis 
Vice-Chairman, He!ena A. Dunham, 4343 
Oak St., Kansas City Sec., Mrs. Ella 
Reynolds-Mays, 900 No. Sth St., St 
Joseph. 

State Board of Health—Minnie Strobel, 
Acting Supervisor of Public Health Nurs 
ing, Jefferson City. 

State Nurses’ Association Paid Executive 
Elizabeth Martin, 425 East 62d St., Kan 
sas City. 

American Red Cross Nursing Field Repre 
sentative—Ella Gimmestad, 1709 Wash 
ington Ave., St. Louis, Mo 


Montana 

Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Garnet 
Storms, Kalispell. (Jnformation as of 
August, 1932.) 

State Nurses’ Association Paid Executive 
Edith L. Brown, Box 928, Helena 

American Red Cross Nursing Field Repre 
sentative—Bessie Nicoll, 170° Washington 
Ave., St. Louis, Mo. 


Nebraska 

Section on Public Health Nursing of State 
Nurses’ Association Chairman, Mrs 
Ethel Powers, 608 City Hall, Omaha 
Vice-Chairman, Beulah Wiedman, Red 


Cross Public Health Nurse, Lincoln. Sec., 


Lucille Armitage, Northwestern Bell Tele 
phone Co., Omaha. 

American Red Cross Nursing Field Repre 
sentative Elizabeth Reynolds, 1709 
Washington Ave., St. Louis, Mo 


Nevada 
Nevada 
Reno. 
Nurse. 


Tuberculosis Association, Box 6, 
Mrs. Ebba D. Bishop, State Field 


New Hampshire 
State Department of 
Maternity, Infancy and Child 


Division ol 
Hygiene, 
State 


Health 


Mrs. Mary D. Davis, Director, 
House, Concord. 

State Board of Education—School Super- 
visor of Health, Elizabeth M. Murphy, 
Patriot Bldg., Concord. 

American Red Cross Nursing Field Repre- 
sentative—Laura Knowlton, American 
Red Cross, Washington, D. C. 


New Jersey 
State Organization for Public Health Nurs- 
ing—Pres., Mary E. Edgecomb, Engle- 
wood Hospital, Englewood. Sec., Marion 
E. Lockwood, 81 Green Street, Wood- 
bridge. Treas., Ruth Fisher, Visiting 
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Nurse Association,. Plainfield. Chairman 
Membership Committee, Anne Ewing, 292 
Broad St., Newark. 

State Department of Health—Bureau of 
Child Hygiene, Alice F. Boyer, Supervisor 
of Nurses, Room 304, Trenton. 

State Department of Public Instruction, As- 
sistant in Health Education—Lula P. Dil- 
worth, 1208 Trenton Trust Company 
Bldg., Trenton 

State Nurses’ Association Paid Executive 
Arabella R. Creech, 42 Bleecker St., 
Newark 

American Red Cross Nursing Field Repre 
sentative —Mrs. Belle Wagner, American 
Red Cross, Washington, D. C. 


New Mexic o 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Helen B. 
Fenton, Santa Fe. Sec., Eleanor L. Ken- 
nedy, State Bureau of Public Health, 
Santa Fe. Vice-Chairman, Ruth Ryden, 
Fort Sumner 

State Board of Health—Bureau of Public 
Health, State Supervisor of Public Health 
Nursing, Eleanor L. Kennedy, Box 711, 
Santa Fe 

American Red Cross Nursing Field Repre- 
sentative—Ella Gimmestad, 1709 Wash- 
ington Ave., St. Louis, Mo 


New York 

State Organization for Public Health Nurs 
ing—Pres., Willarette Sears, Metropolitan 
Life Insurance Co., Rochester. Sec., Mar- 
garet Westbrook, 703 Ford St., Ogdens- 
burg. Treas., Bertice Rees, 65 Court St., 
Buffalo. Chairman of Membership Com- 
mittee, Mrs. Katherine Johnson, 10 Sec- 
ond Ave., Gloversville. 

State Department of Health—Division of 
Public Health Nursing, Director, Marion 
W. Sheahan, State Office Building, Albany. 

State Department of Education—Supervisors 
of School Nurses, Anna M. Neukon and 
Marie E. Swanson, State Education Bldg., 
Albany. 

State Tuberculosis Association Field Nurse 
Mrs. Bessie P. Hanson, State Charities 
Aid Association, Committee on Tubercu- 
losis and Public Health, 105 East 22d St., 
New York. 

State Nurses’ Association Paid Executive— 
Emily J. Hicks, N. Y. State Nurses’ Asso- 
ciation, 450 Seventk Ave., New York. 

(American Red Cross Nursing Field Repre 
sentative—Helen Bean, American Red 
Cross, Washington, D. C. 


North Carolina 

Section on Public Health Nursing of State 
Nurses’ Association — Chairman Anne 
Lamb, Oxford. Sec., Edna McKee, 
Greenville. 

American Red Cross Nursing Field Repre- 
sentative—Ruth Mettinger, American Red 
Cross, Washington, D. C. 
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North Dakota 


Section on Public 
Nurses’ Association 


Health Nursing of State 
Chairman, Josephine 


Osland, Cavalier. Vice-Chairman, Anna 
McCarthy, Health Department, Fargo. 
Sec.-Treas.. Gena M. Johnson, Court 


House, Fargo. 

American Red Cross Nursing Field Repre 
sentative—Bessie Nicoll, 1709 Washington 
Ave., St. Louis, Mo. 


Ohio 
Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Sue Z. 
McCracken, 1201 Cranford Ave., Lake- 
wood. Vice-Chairman, Elizabeth Holt, 
Visiting Nurse Ass’n., Dayton. Sec., Mrs 
Bess Augsburger, 929 W. North St., Lima. 

State Nurses’ Association Paid Executive 
Mrs. E. P. August, 85 E. Gay St., Colum 
bus. 

American Red Cross Nursing Field Repre 
sentative—Julia Groscop, American Red 
Cross, Washington, D. C 


Oklahoma 


State Organization for Public Health Nurs 
ing—Pres., Pearl Wilson, 868 Prospect 
Ave., Springfield, Mo Sec., Eleanor 
Moore, 125 N. E. 13th St., Oklahoma 
City. Treas., Bess Killough, Hobart. 

American Red Cross Nursing Field Repre 
sentative—Ella Gimmestad, 1709 Wash 
ington Ave., St. Louis, Mo. 


Oregon 
State Organization for Public Health Nurs 


ing—Pres., Helen M. Fisher, 215 N. 16th 
St., Portland. Sec., Mary Nadeau, 303 
Fitzpatrick Bldg., Portland. Treas., 


Jeanie Niemela, 604 Court House, Port- 
land. 

State Board of 
Nurse, Mary P. 
Bldg., Portland. 

State Nurses’ Association Paid Executive 
Jane Gavin, 404 Maver Bldg., Portland 

State Tuberculosis Association Field Nurses 

L. Grace Holmes, Margaret Gillis, Edna 
Flanagan, 310 Fitzpatrick Block, Portland 

American Red Cross Nursing Field Repre- 
sentative——Gladyce Badger, Civic Audito 
rium, Larkin and Grove Sts., San Fran 
cisco, Cal. 


Health—State 
Billmeyer, 816 


Advisory 
Oregon 


Pennsylvania 

State Organization for Public Health Nurs 
ing—Pres., Mrs. Anna Barlow, 429 Walnut 
St., Reading. Sec., Harriet F. Young, 
Kirby Health Center, Wilkes-Barre. 
Treas., Elizabeth Scarborough, 1340 Lom 
bard St., Philadelphia. 

State Department of Health—Bureau of 
Nursing, Mrs. Mary S. Evans, Chief, Har- 
risburg. 

State Department of Public Instruction 
Supervisor of School Nursing, Mrs. Lois 
Owen, Harrisburg. 


DIRECTORY 65 


Association Paid Executive 
Entriken, 400 N. 3d St., Har 


State Nurses’ 
Esther R 
risburg 

State Tuberculosis Association Field Nurse 
Frances H. Meyer, 311 S. Juniper St., 
Philadelphia 

American Red Cross Nursing Field Repre 
sentatives—Cecilia P. Houston (east) and 
Marie Peterson (west), American Red 
Cross, Washington, D. C 


Rhode Island 


State Organization for Public Health Nurs 


ing—Pres., Nellie R. Dillon, 100 No. Main 
St., Providence. Sec., Cecilia E. Walsh, 
100 No. Main St., Providence. Treas., 
Alice E. Cox, 100 N. Main St., Providence. 
Chairman Membership Committee, Mrs 


Bessie S. Clarke, 97 Fiske St., Providence. 
State Nurses’ Association Paid Executive 
Annie M. Earley, Hilltop Avenue, 
Providence 
American Red Cross Nursing Field Repre- 
sentative—Helen Gould, American Red 
Cross, Washington, D. C 


South Carolina 


Public Health Nursing of 
Association—Chairman, An 
Ann Park, Sumter. 


Committee of 
State Nurses’ 
tonia B. Gibson, 7 


State Board of Health—Bureau of Child 
Hygiene and Public Health Nursing, 
Nellie C. Cunningham, Director, State 


Office Bldg., Columbia 
State Tuberculosis Asscciation Field Nurses 
Jennie McMaster, Julia Spratt, 1218 
Senate St., Columbia 
American Red Cross Nursing Field Repre 
sentative—Ruth Mettinger, American Red 
Cross, Washington, D. C 


Secuth Dakota 


Section on Public Health Nursing of State 
Nurses’ Association—Officers of Section: 
Minerva Olsbo, East Hall, Madison; 
Margaret Ward, Yankton; Nell Peterson, 
Sioux Falls 

State Board of Health 
Hygiene, Florence W 
Waubay 

American Red Cross Nursing Field Repre 
sentative—Bessie Nicoll, 1709 Washington 
Ave., St. Louis, Mo 


Division of Child 
Englesby, Director, 


Ten nessee 


Health Nursing of State 
Chairman, Mrs 


Section on Public 
Nurses’ Association 
Bride Lee Cawthon, Memphis Vice 
Chairman, Mrs. Martha Bounds, Mem 
phis. Sec., Mary E. Greene, Nashville 

State Department of Health—Malvina G 
Nisbet, Supervisor Public Health Nursing, 
Nashville. 

American Red Cross Nursing Field Repre 
sentative—Margaret Dizney, American 
Red Cross, Washington, D. C. 
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Texas 


State Organization for Public Health Nurs 
ing—Pres., Katherine Hagquist, State De 
partment of Health, Austin. 
Celia) Moore, Capitol Station, Austin 
Chairman Membership Committee, Mrs 
Frances Gayle, City Health Dept., San 
Antonio. 

Texas Tuberculosis 
Austin—Jean M. Campbell, 
Public Health Nursing Service 

State Nurses’ Association Paid 
A. Louise Dietrich, 1001 E. 
El Paso. 

American Red Cross Nursing Field Repre 
sentative—Mrs. Myra Cloudman, 1709 
Washington Ave., St. Louis, Mo 


Director, 


Executive 
Nevada St., 


Utah 


State Organization for Public Health Nurs 
ing—Pres., Bertha Chase Pedersen, Jensen 
Apt. 43, Salt Lake City. Sec., Mrs. M. K. 
Hudson, 105 S. State, Salt Lake City. 
Treas., Mrs. Afton Maiben. (/nformation 
as of Dec. 23, 1931.) 

Utah Tuberculosis Association, 450 Chamber 
of Commerce Bldg., Salt Lake City—Ada 
T. Graham, Executive Secretary. 

American Red Cross Nursing Field Repre 
sentative—Gladyce Badger, Civic Audito 
rium, Larkin and Grove Sts., San Fran 
cisco, 


Vermont 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Constance 
E. Galaise, 5 North St., Montpelier. Sec., 
Helen L. Pease, Box 504, Waterbury. 

State Board of Health—Nellie M. Jones, 
State Advisory Nurse, Director, Division 
of Maternity and Infancy, Brandon. 

Vermont Tuberculosis Association, 209 Col 
lege, Burlington—Constance E. Galaise, 
209 College, Burlington; Helena H. Pem 
broke, State Capitol, Montpelier. 

American Red Cross Nursing Field Repre 
sentative—Helen W. Gould, American Red 
Cross, Washington, D. C. 


Virginia 


Section on Public Health Nursing of State 


Nurses’ Association—Chairman, Miriam 
Dailey, Box 1056, Pulaski. Sec., Mary 
Ryland, 1208 Laburnum Ave., Richmond 

State Board of Health—Bureau of Public 
Health Nursing, Mary I. Mastin, Director, 
State Office Building, Richmond. 

State Nurses’ Association Paid Executive 
Mrs. Jessie W. Faris, 3015 E. Broad St., 
Richmond. 

American Red Cross Nursing Field Repre- 
sentative—Alice Dugger, American Red 
Cross, Washington, D. C. 


Sec.-Treas., 


Association, 700 Brazos, 
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Washington 


State Organization for Public Health Nurs- 
ing—Pres., Mrs. Mary Louise Allen, 1504 
Alaska Bldg., Seattle Vice-President, 
Margaret Diaz, Courthouse, Bellingham 
Sec., Lucy Neal, Rt. No. 1, Box 64, Kirk 
land. Treas., Anna Carlson, Court House, 
Mt. Vernon 

State Department of 
Public 
Mary 


Health—Division otf 

Health Nursing and Child Hygiene, 
Louise Allen, Supervisor, 1504 
Alaska Bldg., Seattle 

State Nurses’ Association Paid Executive 
Cora Gillespie, 327 Cobb Bldg., Seattle 

American Red Cross Nursing Field Repre 
sentative—Gladyce Badger, Civic Audito 
rium, Larkin and Grove Sts., Fran 
Cisco 


San 


West Virginia 

Section on Public Health 
Nurses’ Association 
Miller, City County 
ing Vice-Chairman, Rebecca Barnard, 
American Red Cross, Fairmont. (Jnfor 
mation as of Nov. 25, 1931.) 

State Department of Health, 
Public Health Nursing—Mrs 
Cauthorne, State Advisory Nurse and 
Supervisor, Capitol Bldg., Charleston, 

State Tuberculosis Association, 910 Quarries 
St., Charleston—Clio McLaughlin, Frances 
R. Pratt, Mary V. Gill 

American Red Cross Nursing Field Repre 
sentative—Julia Groscop, American Red 
Cross, Washington, D. C. 


Nursing of State 
Chairman, Lila G 
Health Unit, Wheel 


Division of 
Mary Keith 


Wisconsin 


Section on Public Health Nursing of State 
Nurses’ Association—Chairman, Clara B 
Rue, Visiting Nurse Ass’n., 787 N. Van 
Buren St., Milwaukee. Vice-Chairman, 
Marie Klein, Court House, Appleton. Sec., 
Rose Jahimiak, 937 Denton St., La Crosse. 

State Board of Health—Department of Pub 
lic Health Nursing, Cornelia Van Kooy, 
Director, State Capitol, Madison. 

Wisconsin Anti-Tuberculosis Association 
Supervising Nurse, Doria Kerwin, 1018 N. 
Jefferson St., Milwaukee. 

American Red Cross Nursing Field Repre- 
sentative—Rebecca Pond, 1709 Washing 
ton Ave., St. Louis. Mo. 

Wyoming 

Public Health Nurses’ Association (not 
branch of N.O.P.H.N.) Pres., Mrs. 
Mamie M. LeBlanc, Administration Bldg., 
Cheyenne. Vice-Pres., Valerie Ritten 
house, University of Wyoming, Laramie 
Sec.-Treas., Mrs. Frieda Bailey, Heming 
Hotel, Casper. 

State Board of Health—Georgia B. Zipfel, 
State Nurse, Capitol Building, Cheyenne. 

American Red Cross Nursing Field Repre 
sentative—Bessie Nicoll, 1709 Washington 
Ave., St. Louis, Mo. 
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TERRITORIAL 


Hawaii 


POSSESSIONS 


Territorial Board of Health—Bureau of 
Public Health, Mabel L. Smyth, Director, 
Honolulu 

Nursing Service, Palama Settlement—Stella 
S. Mathews, Director, Nursing Service, 
Honolulu. 


Panama Canal 

City of Panama, Visiting Nurse Service 
Synneve Y. Eikum, Supervising Nurse, 
care of Health Officer, Panama, Ancon, 
C.. Zz. 

Philippine Ishands 

Filipino Nurses’ Association—Pres., Cesaria 
Tan, School of Public Health Nursing, 
University of the Philippines, Manila. 

Section of Public Health Nursing, Filipino 
Nurses’ Association Chairman, Rosa 
Militar, Bureau of Education, 358 Cabildo 
St., Manila 

Philippine Health Service 
Health Nursing, 
Chief, Manila. 

Supt. Nurses’ Service—Mrs. Socorro S. Diaz, 
Office of the Public Welfare Commissioner, 
Antituberculosis Bldg., Manila. 

Chief Nurse, P. I. Antituberculosis Society 
Dr. Emilia Lantin, Antituberculosis Bldg., 
Manila. 

School of Public Health Nursing—Mrs 
Anastacia G. Tupas, Director, University 
of the Philippines, Manila. 

Acting Director, Nursing Service—Maria L. 
Tinawin, American Red Cross, Philip 
pines Chapter, Red Cross Bldg., Manila 


Section of Public 
Genara S. Manongdo, 


Virgin Islands 


American Red Cross Nursing Representative 
Mrs. Nan C. Hare, St. Croix. 


Metropolitan Life Insurance 
Nursing Supervisors—Mrs. 
LaMalle, Supt. of Nursing, 1 
Ave., New York, N. Y. 

Margaret E. Kearney, Asst. Supt. of Nurs 
ing, 1 Madison Avenue, New York, N. Y. 


Company 
Helen C 
Madison 
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Maude E. Steeves, Asst. Supt. of Nursing, 1 
Madison Avenue, New York, N. Y. 

Alice Bagley, Asst. Supt. of Nursing, 600 
Stockton Street, San Francisco, Cal 

Alice Ahern, Asst. Supt. of Nursing, 180 
Wellington St., Ottawa, Ontario, Canada 


Territorial Supervisors and Territory 
(All to be addressed at 1 Madison Avenue, 
New York, N ¥ ) 


Carolyn M. Hidden 
Long Island, Westchester County 

L. Carey Jones: North Carolina, South Car 
olina, Georgia, Florida, Alabama, Missis 
sippi, Louisiana, Virginia 

Isabelle Carruthers: Missouri, Kansas, Okla 
homa, Arkansas, Tennessee 

Mary Harrigan: Michigan, Wisconsin, Min 
nesota, Iowa, Nebraska. 

Laura Draper: Pennsylvania 

Monica Moore: New Jersey, 
Maryland, District of Columbia 

Sara O’Meara: New York State 
Westchester). 

Ellen Atchison 
Rhode Island, 
Vermont 

Ruth King: West Virginia, Kentucky, Ohio 

Irene McCullough: Illinois, Indiana 


York, 


Greater New 


Delaware, 
(except 


Massachusetts, 
Maine, New 


Connecticut, 
Hampshire, 


Group Supervisors 


Ruth Waterbury, 1 
York, N. Y 

Mary J. Horn, Room’ 1200, 134 No 
LaSalle St., Chicago, Illinois 


Madison Ave., New 


Educational Supervisor 


Mary Dickerman, 26 Journal Square, Jersey 


City, N. J 


John Hancock Mutual Life Insurance 
Company—Nursing Supervisors: 
Nelson, Boston, Mass 
Agnes V. Murphy, Bos 


Director, Sophie C 
Assistant Director, 
ton, Mass. 
Assistant to the 
Boston, Mass. 


Director, Ethel V. Inglis, 
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HERE COMES THE -NOPHN” SPECIAL 
for 193332 


Will It Stop for You or Will 
You Be Left Behind? 


. 
TICKET 83.00 
Round Trip Jan. 1. 193:3— Dee. 31. 1933 


Everyone is getting aboard this year to 
pull through the depression together 


Don’t miss the membership train! 


ALL ABOARD! 


(Sign Your Name and We Send You Your Ticket) 


NATIONAL ORGANIZATION FOR PUBLIC HEALTH NURSING 
450 Seventh Avenue, New York, N. Y. 

1 want to board the N.O.P.H.N. Special in 1933. | understand the member- 
ship ticket is $3.00. 1 enclose the money. 





City aand State__ 


PS. 


{ lama nurse. 
} lam not a nurse. 


If this is a renewed membership, please check here C] 





In responding to an advertisement say you saw it in Public Health Nursing 
























